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ABSTRACT 
 
Mental health is a neglected topic, particularly when it comes to family members and 
adult females. Depression and medication non-compliance are more common in 
females than their counterparts. Depression is the biggest factor leading to disabilities 
worldwide in addition to its negative effects on quality of life. Most adult females living 
with depression reside within families. There seems to be a lack of research about the 
family members’ experiences of non-compliance to psychiatric medication by adult 
females living with depression in South Africa. The purpose of the study was to explore 
and describe the experiences of family members of non-compliance to psychiatric 
medication by adult females living with depression.  
 
A qualitative, exploratory, descriptive and contextual research design was utilised for 
this study. The research took place in two phases. In Phase One the family members’ 
experiences of non-compliance to psychiatric medication by adult females living with 
depression was explored and described. Purposive sampling of family members of 
adult females living with depression who are non-compliant to psychiatric medication 
was implemented in this study. Data was collected through individual in-depth 
phenomenological interviews until data saturation was reached as evidenced in 
repeating themes. Observation and field notes were also used to collect data. The 
data were contextualised into the current literature of family members’ experiences of 
non-compliance to psychiatric medication by adult females living with depression.  
 
Specific recommendations were made for family members’ mental health in caring for 
adult females living with depression who are non-compliant to psychiatric medication. 
Adherence to ethical principles was maintained throughout the research process. 
Measures to ensure trustworthiness were applied to facilitate the rigour of the 
research. The results of Phase One indicated that family members experienced non-
compliance to psychiatric medication by adults females living with depression as 
having psycho-social effects and they experienced challenges in caring for these 
relatives.  
 
 vi 
The psychiatric specific recommendations formulated in Phase Two where: to provide 
mental health education to family members to support adult females living with 
depression; to develop interpersonal skills of family members and adult females living 
with depression to take joint responsibility in caring for each other to promote the 
facilitation of mental health; and the combination of educational, supportive and 
behavioural techniques to develop effective strategies to deal with the family 
members’ challenges and to facilitate their mental health and helping family members 
experiencing physical effects. Limitations in the study were identified and 
recommendations for further research were made. 
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CHAPTER 1 
OVERVIEW OF THE STUDY AND RATIONALE 
 
1.1 BACKGROUND AND RATIONALE 
 
Compliance can be defined as the active, voluntary and collaborative involvement of 
the patient in an equally acceptable course of behaviour to produce a therapeutic 
result (Chakrabarti, 2016:399-409). Medication adherence behaviour therefore refers 
to compliance by patients in taking their prescribed medications as instructed by their 
doctors, and continuing to carry out their instruction throughout psychiatric drug 
therapy (Neus, Mangues & Tuneu, 2016:1470-1754). Recent studies have found that 
compliance is a concept that describes the patient’s acceptance and understanding of 
the need to be treated willingly; it manifests as the degree of this acceptance and 
understanding with a positive or negative attitude towards drugs prescribed for the 
patient (Chukwujekwu & Adesokun, 2017:1-10). 
 
Medication compliance is a worldwide concern to clinicians, the health care system, 
family members, caregivers and other stakeholders because of the vast amount of 
evidence that non-compliance is general and associated with adverse outcomes and 
higher costs of care (Semahegn, Torpey, Manu, Assefa, Tesfaye & Ankomah, 2018:1-
5). Research by Elliot, Boyd, Salema, Davies, Barber, Metha, Tanajewski, Waring, 
Latif, Gkountouras, Avery, Chuter and Craig (2016:747-758) has shown that 
compliance to medications for most chronic mental health conditions significantly drop 
after six months of treatment. Therefore, in psychiatry non-compliance is a significant 
challenge (Rao, George, Sudarshan & Begum, 2017:69-76). Sabin (2016:572-578) 
mentions that between a third and half of medicines that are prescribed for long-term 
conditions are not used as recommended. In the case of depression, almost 76% of 
the patients become non-compliant to the medication within the first months of 
treatment (Ho, Jacob & Tangiisuran, 2017:1-19).  
 
The consequences of non-compliance for the family members, patients and the health 
care system are of concern. Increased morbidity and mortality are some of the 
challenges that come to mind (Vazquez, 2016:236-241). On the other hand, if the 
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issues of non-compliance are identified and actively addressed, it has the potential of 
improving the mental health of patients and will reduce the burden of relapse and the 
cost of mental health services (Mahone, Maphis & Snow, 2018:372-379).  
 
There is a lack of agreement on the standard definition for non-compliance. While 
some studies (Schoeler, Petros, Di Forti, Klamerus, Foglia, Murray & Bhattacharyya, 
2017:627-633) are of the opinion that a rate of >50% compliance to prescribed 
medications suggests adequate adherence, other researchers insist on a compliance 
rate of at least 95%. 
 
Unlike in the developed world, there is a lack of studies and little literature available in 
Africa regarding the reasons for medication non-compliance (Chukwujekwu & 
Adesokun, 2017:1-3). This is not surprising because little knowledge negatively 
shapes the attitude of most people towards the aetiology and solutions of most 
illnesses, especially mental disorders in this part of the world (Aruna, Mittal, Yadiyal, 
Acharya, Acharya & Uppulari, 2016:70-76).  
 
There is an apparent underutilisation of available treatments, and this can possibly 
contribute to barriers such as demographic variables, illness-related factors and 
beliefs about mental illness and stigma (Augsberger, Yeung, Dougher & Hahm, 
2015:2-12). According to Conn, Ruppar, Enriquez and Cooper (2016:218-246), 
interventions aimed at improving treatment compliance is not hard to find. What is 
more difficult is finding ones that work. Less than half of the published compliance-
enhancing interventions actually demonstrate improved compliance or enhanced 
patient’s outcomes (Ahmed and Baruah 2017:171-176). There is a need to assess the 
area of non-compliance and families’ experiences thereof to improve collaborative 
relationships with patients and their families to deliver a better clinical and cost-
effective service. This study focuses on family members’ experiences of non-
compliance to psychiatric medication by adult females living with depression in light of 
current evidence.  
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1.2 RESEARCH PROBLEM 
 
Non-compliance to prescribed medications is a remarkably common human 
experience (Malla, Joober & Garcia, 2015:147-150). This behaviour and its impact on 
the family system, as well as disease management, are magnified in chronic illnesses 
in psychiatric patients (Addo, Sencherey & Babayara, 2018:1-10). For people with 
mental illnesses, non-compliance to psychiatric medication extensively adds to the 
burden of disease and leads to poorer long-term outcomes in these conditions (Alpak, 
Aksoy, Demir, Unal, Virit, Bulbul & Savas, 2015:151-156). Firstly, it is associated with 
a decreased likelihood of achieving a reduction in symptoms and recovery. Secondly, 
non-compliance increases the risk of relapse, hospitalisation and suicide attempts. 
Finally, the direct or indirect financial costs incurred by patients’ non-compliance to 
psychiatric medication are significantly higher due to increased treatment costs 
(Jawad, Watson, Haddad, Talbot & Williams, 2018:349-358). 
 
Non-compliance to psychiatric medication thus has a profound impact on the 
psychiatric disease course and recovery. According to Oluboka, Katzman, Habert, 
McIntosh, MacQueen, Milev, McIntyre and Blier (2018:128-144), it can have 
detrimental effects on the patient’s long-term functioning, including social adjustment 
and academic or vocational productivity and performance. As mentioned, evidence 
suggests that non-compliance to psychiatric medication can be expected in 
approximately half of all patients in psychiatric settings (Fikreyesus, Soboka & 
Feyissa, 2016:1-10). These rates increase when specific conditions such as 
depression (51% - 69%) or other anxiety disorders (57%) are considered (Mental 
Health Foundation, 2016:5-42). In terms of antidepressant medication, Freccero, 
Sundquist, Sundquist and Ji (2016:83-88) reported non-compliance rates of 45.9%.  
 
Compliance to psychiatric medication in acute and chronic mental health conditions 
can be influenced by several interacting factors (Cuevas, Leon, Penate & Betancort, 
2017:681-690). These include age, gender, race, beliefs about illness and treatment, 
stigma, type of medication, the complexity of the treatment regiment, medication-
related adverse effects, costs, availability, type and severity of illness, concurrent 
substance abuse or dependence, inadequate information and follow-up, poor social 
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support structures, as well as inaccessibility and unavailability of treatment resources 
(Higashi, Medic, Littlewood, Diez, Granström & De Hert, 2013:200-218). 
 
Non-compliance to psychiatric medication may contribute to multi-faceted problems, 
so it becomes critically important to determine what effect it has on the family 
members, and their experiences. Given the discussed problem statement, the 
researcher asked the following questions: 
 
• What are family members’ experiences of non-compliance to psychiatric 
medication by adult females living with depression? 
 
• What recommendations can be made to facilitate family members’ mental health 
as they care for adult females living with depression who are non-compliant to 
psychiatric medication?  
 
1.3 RESEARCH PURPOSE 
 
The purpose of this research was to explore and describe family members’ 
experiences of non-compliance to psychiatric medication by adult females living with 
depression, and to describe recommendations to facilitate family members’ mental 
health as they care for adult females living with depression who are non-compliant to 
psychiatric medication. 
 
1.4 RESEARCH OBJECTIVES 
 
The objectives of the study were: 
 
• To explore and describe family members’ experiences of non-compliance to 
psychiatric medication by adult females living with depression.  
 
• To describe recommendations to facilitate family members’ mental health as they 
care for adult females living with depression who are non-compliant to psychiatric 
medication.  
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1.5 PARADIGMATIC PERSPECTIVE 
 
According to Niewiadomy and Bailey (2018:106-107), research is guided by a certain 
paradigm and worldview lens and describe a paradigm as patterns of beliefs and 
practices, which regulate enquiry within a discipline by providing lenses, frames and 
processes through which an investigation is accomplished. This study was based on 
the Theory for Health Promotion in Nursing (University of Johannesburg, 2017:4-9). 
This paradigm focuses on all dimensions of the whole person, also known as the 
holistic view. This approach was best suited to answer the research questions in this 
particular study by systematically gathering information from a number of people and 
generating qualitative data. The researcher’s assumptions were related to family 
members’ experiences of non-compliance to psychiatric medication by adult females 
living with depression. These assumptions were divided into meta-theoretical, 
theoretical and methodological categories, respectively. 
 
1.5.1  Meta-theoretical assumptions 
 
Meta-theoretical assumptions include definitions of persons, psychiatric nursing, 
mental health and the environment. 
 
1.5.1.1  Person 
 
The person functions in an integrated, interactive manner with their internal and 
external environment (University of Johannesburg, 2017:4). The term ‘person’ refers 
to the participants; in this study, the family members caring for adult females living with 
depression who are non-compliant to psychiatric medication. The person also relates 
to the researcher. The whole person embodies dimensions of body, mind and spirit. 
These persons do not function in a vacuum, but in an integrated, interactive manner 
with their internal and external environment (Zastrow & Kirst-Ashman, 2015:166-167). 
These interactions contribute to family members’ experiences of non-compliance to 
psychiatric medication by adult females living with depression. 
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1.5.1.2  Psychiatric nursing 
 
Psychiatric nursing is an interactive process where the psychiatric nurse, as a 
sensitive and therapeutic professional, mobilises resources in order to facilitate the 
promotion of mental health (University of Johannesburg, 2017:4). In this study, the 
psychiatric nurse forms part of the multi-disciplinary team that contributes and makes 
recommendations to facilitate the mental health of family members caring for female 
adults living with depression who are non-compliant to psychiatric medication. 
 
1.5.1.3  Mental health 
 
Mental health is a dynamic, interactive process in the patient’s internal and external 
environment (Hungerford, Hodgson, Clancy, Redman, Bostwick & Jones, 2016:2-10). 
The patterns of interaction between the patient with their internal and external 
environment determine their mental health status as an integral part of mental health 
(University of Johannesburg, 2017:4-5). The adult females’ non-compliance to their 
psychiatric treatment presents challenges to their mental health that then influences 
their family members’ mental health. 
 
1.5.1.4  Environment 
 
The environment includes the internal and external environment (Greimel, Muller, 
Salchinger, Roth & Freidi, 2016:1-11). The internal environment refers to the body, 
mind and spiritual dimensions. The external environment consists of the physical and 
social spheres, which comprise the living and working environment that leads to 
interaction with family and friends (University of Johannesburg, 2017:4-5). These 
interactions are where the adult female, who is living with depression and is non-
compliant to psychiatric medication, projects behaviour that causes the family 
members to experience either positive or negative aspects of the behaviour.  
 
1.5.2  Theoretical assumptions 
 
Theoretical assumptions consist of nursing theories, theoretical assumptions and 
definitions. 
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1.5.2.1  Nursing theory 
 
The underlying nursing theory in this study is the Theory for Health Promotion in 
Nursing (University of Johannesburg, 2017:4-8). However, the theory was bracketed 
during the data collection and was used after the data analysis was completed. After 
analysing the data, the results were contextualised in the literature. 
 
1.5.2.2  Theoretical assumptions 
 
Family members, who care for an adult female living with depression who is non-
compliant to psychiatric medication, are holistic beings who function in an integral 
biopsychosocial manner to achieve health (Saad, de Medeiros & Mosini, 2017:2-6). 
Family members, and adult females living with depression who are non-compliant to 
psychiatric medication, interact holistically (mind, body and spirit) with their internal 
and external environment (University of Johannesburg, 2017:4-8). With the Theory for 
Health Promotion in Nursing approach, individuals focus simultaneously on the 
spiritual, mental, physical and social aspects of wholeness. 
 
The psychiatric nurse, as a sensitive and therapeutic professional, facilitates the 
promotion, maintenance and restoration of the mental health of the patient and the 
family through the health delivery system. Promotion, maintenance and restoration of 
mental health require the mobilisation of all resources in the patients’ and family 
members’ environment (University of Johannesburg, 2017:4-8). 
 
1.5.2.3  Theoretical definitions 
 
Definitions that were utilised in this study are in line with the Theory for Health 
Promotion in Nursing (University of Johannesburg, 2017:4-8). 
 
• Experience 
 
In phenomenological research, the researcher identifies the essence of human 
experiences concerning a phenomenon (Scharff, 2019:1-11). The researcher brackets 
his experiences in order to understand those of the participants in the study (Clark & 
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Creswell, 2014:364-365). In this study, experience refers to the family members’ first-
hand experience of non-compliance to psychiatric medication by adult females living 
with depression. 
 
• Adult female 
 
According to the Collins English Dictionary (2018:n.p), an adult is someone over the 
age of eighteen years. In this study, adults refer to females living with depression, 
between the ages of 20 and 45 years, who are non-compliant to psychiatric 
medication.  
 
• Depression 
 
Depression is a common mental disorder that presents with depressed mood, loss of 
interest or pleasure, decreased energy, feelings of guilt or low self-worth, disturbed 
sleep or appetite, and poor concentration. At its worst, depression can lead to suicide 
(Malhi & Mann, 2018:2299-2312). In this study, the focus was on family members’ 
experiences of non-compliance to psychiatric medication by adult females living with 
depression.  
   
• Family members 
 
Family members are persons who belong to a particular family, namely, a close 
relative (Kaakinen, Coehlo, Steele, Tabacco & Hanson, 2014:4-6). In this study, family 
members are persons who care for each other in a family, which forms a basic social 
unit that is dwelling together (Brown, 2010:1059-1077). 
 
• Non-compliance 
 
Non-compliance is the act or state of not complying with or disregarding a prescribed 
treatment plan (Cutler, Llimos & Frommer, 2018:1-9). Moreover, the user does not 
adhere to prescribed treatment and does not return for any follow-ups. In this study, 
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the family members’ experiences of non-compliance to psychiatric medication by adult 
females living with depression were explored and described. 
 
• Psychiatric medication 
 
The term ‘psychiatric medication’, also known as psychotropic medication, is defined 
as medication that works by altering, blocking or enhancing levels of the brain’s 
naturally-occurring chemical messengers, known as neurotransmitters (Bulow, 
Andersson, Denhov & Topor, 2016:820-828). A psychiatrist prescribes medication 
when symptoms of mental health or emotional illness are severe, persistent and 
interfere with normal functioning.  
 
1.5.3  Methodological assumptions 
 
Methodological assumptions reflect the researcher’s views on the nature and structure 
of the science of the discipline (Niewiadomy & Bailey, 2018:67-73). This also gives 
form to the research purpose, objectives and the research context, which in turn 
influences decisions about the research design (Department of Nursing Science: 
University of Johannesburg, 2017:9). The researcher followed a qualitative approach 
and applied strategies of trustworthiness to ensure rigour in the research (Fain, 
2017:7-8). The evaluation of rigour in this study was based on the logic of the emerging 
theory and the clarity with which it shed light on the studied phenomenon (Hofseth, 
2018:21-25). The research method also presented a way of gaining insight by 
discovering meaning, thus increasing the body of knowledge in nursing. 
 
1.6 RESEARCH DESIGN AND METHOD 
 
1.6.1  Research design 
 
A research design involves all decisions a researcher makes in planning to conduct 
the study (Clark & Creswell, 2014:285-304). This research used a qualitative 
exploratory, descriptive, and contextual design (Gray, Grove & Sutherland, 2017:29-
66; Polit & Beck, 2012:51) to capture the essence of family members’ experiences of 
non-compliance to psychiatric medication by adult females living with depression. 
 10 
According to Creswell (2013:110-120), the design guides the researcher in 
understanding and exploring the reality of the participants. 
 
1.6.2  Research method 
 
The research was conducted in two phases. Phase One was concerned with exploring 
and describing family members’ experiences of non-compliance to psychiatric 
medication by adult females living with depression. Phase Two focused on 
recommendations to facilitate family members’ mental health as they care for adult 
females living with depression who are non-compliant to psychiatric medication. 
 
1.6.3 Phase One: To explore and describe the family members’ experiences 
of non-compliance to psychiatric medication by adult females living with 
depression 
 
In Phase One the population and sample, data collection and data analysis are 
discussed.  
 
1.6.3.1  Population and sample 
 
A population is the entire group of all individuals who are of interest to the researcher 
(Clark & Creswell, 2014:234-235). Sampling refers to the process of selecting a portion 
of the population to represent the entire population (Gray, et al.; 2017:55). The 
accessible population for this study was family members living with adult females who 
are non-compliant to psychiatric medication. A purposive sample was made of family 
members. According to Gray, et al.; (2017:65-66), sampling involves selecting a group 
of people, events, behaviours or other elements with which to conduct a study. The 
number of participants who participated was determined by data saturation; the point 
at which participants where no longer providing new information. Polit and Beck 
(2010:79) state that purposive sampling is used in qualitative research and 
participants are selected purposefully because they have an understanding of the 
research problems of the study and can provide valuable information. The 
researcher’s choice of purposive sampling to identify participants was for the sole 
purpose of obtaining rich, thick data to answer the research question and achieve the 
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aim of the study (Howitt & Cramer, 2011:432). Participation also contributed to the 
development of specific recommendations to facilitate their mental health. In addition, 
the researcher used purposive sampling to select participants with rich information 
regarding experiences of non-compliance to psychiatric medication by adult females 
living with depression who were willing to participate. The sample comprised family 
members who were identified by the unit manager and who were willing to participate 
in the study. 
 
The target population met the following inclusion criteria: 
 
• Family members should be caring for adult females living with depression who are 
diagnosed with a depressive disorder such as major depression (single or 
recurrent) and depression not otherwise specified (American Psychiatric 
Association Diagnostic and Statistical Manual, 2013:168-189), who are non-
compliant to psychiatric medication. 
 
• Family members caring for adult females living with depression who are non-
compliant to psychiatric medication should be between 20 to 45 years old. 
 
• Family members should preferably be able to communicate in English and 
Afrikaans. 
 
• The female adults living with depression who are non-compliant to psychiatric 
medication should be admitted to a psychiatric ward. 
 
1.6.3.2  Data collection method 
 
According to Clark and Creswell (2014:4-6), data collection is the process by which 
the researcher gathers relevant information from the participants. Data collection 
involves gaining permission, conducting an effective qualitative sampling strategy, 
developing means for recording information (both digitally and on paper), storing the 
data, and anticipating ethical issues that may arise (Grove, Gray & Burns, 2014:82-
87). In this study, the researcher conducted phenomenological, subjective, in-depth 
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individual interviews that were audio-recorded with the participants’ permission. The 
question posed to participants was “How is it to have a wife/mother/sister/daughter 
living with depression, not taking their medication as indicated by the doctor?” 
 
During data collection, the researcher developed insight and understanding of the 
phenomena, and bracketing was used to avoid bias in the research (Gibbons & Shafer, 
2016:62-63). Field notes where taken during and following data collection to describe 
the researcher’s own observations and experiences during the interviews (Polit & 
Beck, 2012:728). 
 
1.6.3.3  Data analysis 
 
Data analysis is conducted to reduce, organise and give meaning (Gray, et al.; 
2017:251-254). The audio-recorded interviews were transcribed verbatim (Rubin & 
Babbie, 2015:2-3), before being analysed with Tesch’s systematic open coding 
method, which consists of eight steps of data analysis (Creswell, 2013:184) in order 
to develop themes and categories. The focus of data analysis was on the family 
members’ experiences of non-compliance to psychiatric medication by adult females 
living with depression. An independent coder was used and a consensus discussion 
was held with the researcher on the identified themes. The results were described and 
supported by a literature control. A full description is presented in Chapter 2. 
 
1.6.4  Phase Two: Recommendations to facilitate family members’ mental 
health as they care for adult female patients living with depressions who 
are non-compliant to psychiatric medication  
 
The results of Phase One were utilised to describe recommendations to facilitate 
family members’ mental health as they care for adult females living with depression 
who are non-compliant to psychiatric medication.  
 
1.7 ETHICAL CONSIDERATIONS 
 
Ethical clearance was sought from the Faculty of Health Sciences Research 
Committee at a university (Appendix 1). Permission to conduct research was 
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requested from the Chief Executive Officer of the mental health institution (Appendix 
4) and participants (Appendix 1-3). The unit manager of the mental health institution 
identified potential participants; namely, family members of adult females admitted to 
the specific institution, living with depression and non-compliant to psychiatric 
medication. The unit manager contacted the potential participants to invite them to 
take part in the study. After family members agreed to participate in the study, their 
contact information was provided to the researcher. The researcher met with the family 
members to arrange interviews. Dhai and McQuoid-Mason (2011:15-15) noted the 
ethical principles that should be maintained in research as autonomy, non-
maleficence, beneficence and justice. These principles were adhered to in this study. 
 
1.7.1  Autonomy 
 
Respect for autonomy relates to an individual’s ability to make autonomous decisions 
(Straehle, 2015:1-5). It is the basis of informed consent and respecting confidentiality 
during the study process. In this study, the researcher adhered to this principle by 
obtaining informed consent from the participants to partake in the study and to use an 
audio-recorder during the interviews (Gray, et al. 2017:175-182).  
 
1.7.2  Beneficence and non-maleficence 
 
To adhere to these principles, the well-being of the participants had to be secured 
before commencing the study. Participants also had the right to protection from 
discomfort and harm (Resnik, 2018:149-162). The general guideline is that the risk to 
participants should not exceed the potential benefits of the study. This includes 
physical, spiritual, economic, social or legal harm. Although conducting interviews was 
non-invasive and posed a minimal threat of bodily harm to participants, the researcher 
kept in mind that the participants could be emotionally upset by the interviews, as they 
had to recall potentially upsetting experiences of non-compliance to psychiatric 
medication by adult females living with depression. In the case of emotional discomfort 
during interviews, the researcher facilitated debriefing by allowing the participants to 
ask questions or air complaints. In this study, participants had the opportunity to 
volunteer to participate in the study or could choose not to participate or withdraw from 
the study if they needed to do so. 
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1.7.3  Justice 
 
The principle of justice in health care refers mainly to distributive justice and the fair 
treatment of participants (De Chesnay & Anderson, 2019:48-52). In this study, the 
participants were all treated fairly. They had the right to share their perception without 
unforeseen risk or discomfort. They also had the right to withdraw from participating 
at any stage during the research if they wished to do so without penalty or 
repercussion. 
 
1.8 MEASURES TO ENSURE TRUSTWORTHINESS 
 
The researcher used Lincoln and Guba’s (1985) structure (Pilot & Beck, 2010:492) to 
ensure trustworthiness. The four criteria and strategies of the framework entail: 
 
• Truth-value, which is established by credibility; 
• Applicability, which is ensured by transferability; 
• Consistency, which is ensured by dependability; and 
• Neutrality, which is ensured by confirmability. 
 
Measures of trustworthiness are discussed in depth in Chapter 2. 
 
1.9 DIVISION OF CHAPTERS 
 
This minor dissertation was divided into four chapters. In Chapter 1 the overview of 
the study and rationale of the study are covered. In Chapter 2 the research design and 
method are discussed. In Chapter 3 a discussion on the research findings is provided 
and the literature control is covered. In Chapter 4, specific recommendations, 
conclusions, evaluations of the study and the general recommendations are 
presented.  
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1.10 SUMMARY 
 
In Chapter 1 an overview of the study was given. The background and rationale for 
the study were offered and the problem statement, research questions, research 
purpose, paradigmatic perspective and assumptions, as well as the research 
approach and method, were described. In Chapter 2 the research design and method 
will be discussed in greater detail. 
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CHAPTER 2 
RESEARCH DESIGN AND METHOD 
 
2.1  INTRODUCTION 
 
In this chapter, a detailed plan and description of the rationale, objectives, research 
design and method of the study are presented. 
 
2.2  RATIONALE 
 
Family members endure the burden of non-compliance to psychiatric medication while 
residing with adult females living with depression (Franza, Carpentieri, Guglielmo, Del 
Buono, Florentino, Perito, Solomita & Fasano, 2016:2-4). A majority of family 
members who participated in the study acknowledge feeling burdened by adult 
females’ serious and persistent non-compliance to medication for their depression 
(Lesesselo, Kajula & Malima, 2016:1-12). There are also studies that elaborated on 
the nature of the burden experienced by such family members (Souza, Guimaraes, 
Vilela, De Assis, Oliveira, Souza, Nogueira & Barbosa, 2017:353). Family members 
reported tension, stress, anxiety, resentment, depression with accompanying feelings 
of hopelessness and powerlessness, a sense of entrapment, a disruption in their 
family life and relationships, financial difficulties, physical ill health, restrictions in social 
and leisure activities, and an overall decrease in their quality of life as a result of the 
non-compliance to psychiatric medication. Similar findings were reported in the study 
by Mokgothu, Du Plessis and Koen (2015:1-8).  
 
In addition, Santos and Cardoso’s (2018:87-95) study identified family stressors 
experienced as a result of a loved one’s non-compliance to medication. It was 
indicated that family members experienced financial, marital, legal, employment, 
housing, and illness-related stressors, as well as interpersonal conflict within the family 
structure. Santos, Pereira, Tavares and Henriques (2018:2363-2369) discussed the 
family members’ coping, with regard to non-compliance to treatment by adult females 
living with depression. If the non-compliance is severe, these family members are 
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unable to cope (Hohmann, Neumann-Haefelin, Klotz, Freidank & Radziwill, 2014:286-
291). 
 
2.3  RESEARCH PURPOSE AND OBJECTIVES 
 
The purpose of this study was to identify and describe family members’ experiences 
of non-compliance to psychiatric medication by adult females living with depression, 
and to describe recommendations to facilitate family members’ mental health as they 
care for adult females living with depression who are non-compliant to psychiatric 
medication. 
 
The objectives of the study were to: 
 
• Explore and describe family members’ experiences of non-compliance to 
psychiatric medication by adult females living with depression. 
 
• Describe recommendations to facilitate family members’ mental health as they 
care for female adults living with depression who are non-compliant to psychiatric 
medication. 
 
2.4  RESEARCH DESIGN 
 
The research design is the blueprint for conducting a study that maximises relative 
control over factors that could interfere with a study’s desired outcomes (Leavy, 
2017:124-131). The research design must be developed specifically for the study to 
be undertaken (De Vos, Strydom, Fouchè & Delport, 2011:307). This study adopted a 
qualitative research design, which is exploratory, descriptive and contextual in nature 
(Merriam & Tisdell, 2015:73-85).  
 
2.4.1  Qualitative research  
 
According to Gray, et al. (2017:62), a qualitative research design is a systemic, 
interactive, subjective, holistic approach used to describe life experiences. It gives 
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researchers the opportunity to gain an understanding of and make meaning of those 
life experiences. Creswell (2013:64) further adds that qualitative research is an 
approach to inquiry that begins with assumptions. It is an interpretive, theoretical lens, 
and the study of research problems exploring the meaning individuals or groups 
ascribe to a social or human problem. Qualitative research is a situated activity that 
locates the observer in the world (Creswell, 2013:43). The qualitative research design 
allowed the researcher to explore the in-depth richness and the complexity of the 
phenomenon under study (Brink, Van der Walt & Van Rensburg, 2013:120). A 
qualitative approach was used to answer the research question on the complex nature 
of the phenomenon with the purpose of describing the phenomenon from participants’ 
points of view (De Vos, et al.; 2011:64). The design was chosen since it involves an 
interpretive, naturalistic approach to the world (Creswell, 2012:444). This means that 
qualitative researchers study phenomena in their natural settings to make sense of or 
interpret phenomena and the meaning that people bring to them (Denzin & Lincoln, 
2011:3). Additionally, a qualitative research design was selected for this study 
because it enabled the researcher to explore and give meaning to family members’ 
experiences of non-compliance to psychiatric medication by adult females living with 
depression. 
 
2.4.2  Exploratory research 
 
According to Creswell (2013:35), exploratory research begins with a phenomenon of 
interest instead of just recording and observing incidents of the phenomenon. 
Furthermore, exploratory research is not intended for generalisation to large 
populations (Gray, et al.; 2017:29; Polit & Beck, 2012:51). It is designed to increase 
the knowledge of the field of the study through exploring the phenomenon under study 
(Botma, Greef, Mulaudzi & Wright, 2010:185). The researcher thus used the 
exploratory method to gain information about the family members’ experiences of non-
compliance to psychiatric medication by adult females living with depression. 
 
Exploratory research explores the reason how something occurs; such as the family 
members’ experiences of non-compliance to psychiatric medication by adult females 
living with depression (Yin, 2014:10). According to De Vos, et al. (2011:96), a study 
seeking to develop an initial understanding of a phenomenon, which might include 
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asking the participants to explain their experiences, is more likely to be exploratory. 
This exploratory study aimed to gather new data and gain insight into the phenomenon 
of interest: the participants’ experiences of non-compliance to psychiatric medication 
by adult females living with depression. 
 
An understanding of family members’ experiences contributed to the development of 
recommendations to promote compliance. This could assist family members in gaining 
knowledge and skills to facilitate their mental health. Descriptive research is discussed 
next to clarify its use in the study.  
 
2.4.3  Descriptive research 
 
According to Babbie (2012:95-100), the purpose of descriptive research is to obtain 
complete and accurate information about a phenomenon in order to provide new 
information on the phenomenon. Descriptive research provides an accurate portrayal 
or account of the characteristics of a particular individual, an event, or group in real-
life situations for discovering new meaning, describing what exists, determining the 
frequency with which something occurs, and categorising information (Polit & Beck, 
2010:236).  
 
In this research study, information was obtained through observation, description and 
classification of characteristics of factors that impede or improve the development of 
specific recommendations to facilitate family members’ mental health.  
 
2.4.4  Contextual research 
 
A qualitative researcher has a preference for understanding events, actions, and 
processes in their natural context (Babbie, 2012:94-99). This study was contextual in 
nature as the aim was to describe and explore, and attempt to understand and give 
meaning to, the family members’ experiences of non-compliance to psychiatric 
medication by adult females living with depression. The researcher sought to 
understand and give meaning to how the specific family members in this study, in their 
unique and specific context, experience non-compliance to psychiatric medication by 
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adult females living with depression, and formulate guidelines and specific 
recommendations that apply to this context. 
 
2.5  RESEARCH METHOD 
 
The study was conducted in two phases: 
 
• Phase One: Explore and describe the family members’ experiences of non-
compliance to psychiatric medication by adult females living with depression. 
 
• Phase Two: Describe recommendations to facilitate family members’ mental health 
as they care for female adults living with depression who are non-compliant to 
psychiatric medication. 
 
2.5.1  Phase One: Explore and describe the family members’ experiences of 
non-compliance to psychiatric medication by adult females living with 
depression 
 
In this qualitative study, a descriptive phenomenological method of inquiry was used 
(Gray, et al.; 2017:29; Polit & Beck, 2012:25). According to Henriksson, Friesen and 
Saevi (2012:1), phenomenology stems from philosophy and provides structure for a 
method of research. Phenomenological inquiry aims to describe experiences by 
proving meanings and essence to these experiences. A description of lived 
experiences was obtained from participants through individual interviews, which were 
then transcribed and analysed for themes and meaning, allowing the experience to be 
better understood (Gray, et al.; 2017:65-66). This phase included the population and 
sampling, data analysis, data collection through interviews, data analysis and literature 
control. 
 
2.5.1.1  Population and sample 
 
The population is an entire set of individuals who have some common characteristics 
that are present in all the cases in which the researcher is interested (Brink, et al.; 
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2012:131). A sample refers to a subset of a population that the researcher will study 
(Babbie, 2012:119-122). According to Creswell (2013:44), a purposive, homogenous 
sample is necessary so that themes can be identified from the specific groups who 
experienced a particular phenomenon. 
 
In this study, the sample was taken from the population that met the sampling criteria 
for the research study. The target population was family members caring for adult 
females living with depression who are non-compliant to psychiatric medication. With 
the sampling criteria, the researcher indicates those characteristics necessary in 
participants for the specific study, and provides a rationale for selecting these types of 
participants in order to obtain essential data for the research study (Brink, et al.; 
2013:131). The sampling criteria were developed from the research problem, the 
research purpose and the review of literature. Inclusion sampling criteria were 
employed in this study; meaning, participants had to possess certain characteristics 
to be part of the target population (Grove, Burns & Gray, 2013:352).  
 
The inclusion sampling criteria for this study were: 
 
• Family members should be caring for adult females living with depression who are 
diagnosed with a depressive disorder such as major depression (single or 
recurrent) and depression not otherwise specified (American Psychiatric 
Association Diagnostic and Statistical Manual, 2013:168-189), who are non-
compliant to psychiatric medication. 
 
• Family members caring for adult females living with depression who are non-
compliant to psychiatric medication should be between 20 to 45 years old. 
 
• Family members should preferably be able to communicate in English and 
Afrikaans. 
 
• The female adults living with depression who are non-compliant to psychiatric 
medication should be admitted to a psychiatric ward. 
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In qualitative research, the focus is on the quality of information obtained from the 
participants versus the size of the sample (Maxwell, 2013:87-92). The number of 
participants in a qualitative study is adequate when information saturation is achieved 
in the study area (Grove, et al.; 2013:351). According to Polit and Beck (2010:321), 
data saturation occurs when additional persons provide little new information.  
 
In phenomenological studies, a small sample is selected since large samples can 
overwhelm the researcher with data (O’Reily & Parker, 2013:190-197). In this 
research, the phenomenon is the family members’ experiences of non-compliance to 
psychiatric medication by adult females living with depression. The researcher 
stopped seeking additional participants when data saturation was achieved. 
 
2.5.1.2  Role of the researcher 
 
Qualitative research is interpretive research (Johnson & Christensen, 2013:29-37) 
where the researcher is involved in a sustained and intensive experience with the 
participant. This introduces a range of strategic, ethical and personal issues into 
qualitative research processes. With these concerns in mind, inquirers explicitly 
identify their biases, values and personal interests about their research topic and 
process (Gray, et al.; 2017:66). 
 
The researcher influences the participants being studied, and vice versa, to varying 
degrees. The mere presence of the researcher may alter the participant’s behaviour 
(Gray, et al.; 2017:256-258). In qualitative research, it is a natural and necessary 
element of the research process. The researcher used the process of ‘bracketing’ 
during data collection (Creswell, 2013:80), which is the process whereby researchers 
suspend their own preconceptions, beliefs or prejudices so that they do not affect the 
interpretation of the participants’ experiences. Furthermore, Grove and Gray (2018:76-
78) add that the researcher’s personality is a significant factor in qualitative research; 
skill in empathy and intuition should be adopted. To interpret the participants’ 
experiences, the researcher needs to become closely involved in the participants’ 
experiences (Grove & Gray, 2018:76-79). It is thus necessary for the researcher to be 
open to the experiences of a participant, instead of attaching his own meaning to the 
experiences.  
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2.5.1.3  Data collection 
 
According to Grove and Gray (2018:62-64), data collection in qualitative research 
involves the researcher attaching meaning to recorded data through perceiving, 
reacting, interacting, and reflecting. 
 
a) In-depth individual phenomenological interviews 
 
Interviews involve verbal communication during which time the participants provide 
information to the researcher. Data are collected through interviews, when the 
research interacts directly with the participants, in a one-on-one interaction (Creswell, 
2014:190-193). In an in-depth interview, the researcher sets the agenda in terms of 
the topic that is covered, but the interviewee’s responses determine the kind of 
information produced about the topic and the relative importance thereof (Brinkmann, 
2013:5-10). 
 
The in-depth interviews were face-to-face, one-on-one, at a suitable, comfortable area 
that facilitated a therapeutic environment. Interviews did not exceed 45 minutes and 
eight interviews was conducted. The interviews were recorded with participants’ 
permission and were later transcribed for analysis. These recordings will be kept for a 
period of two years with only the researcher, supervisors and independent coder 
having access to them. After a period of two years, the audio-recordings will be 
destroyed.  
 
One question was asked to all the participants: “How is it to have a 
wife/mother/sister/daughter living with depression, not taking their medication 
as indicated by the doctor? 
 
The correct utilisation and wording of the question in an interview is crucial (Babbie, 
2015:269-273). Wording should be clear and words with double meanings should be 
avoided. The use of open-ended questions allows the participant to provide more 
detailed information about the question at hand (Houser, 2015:94-97). In-depth 
interviews involve active listening that contributes to fewer incidents of 
misunderstanding and gathering more accurate information (Varcarolis, 2016:96-98). 
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It starts with encouraging participants to tell their story in an authentic way. 
Furthermore, Arnold and Boggs (2011:179, 181) state that by using applicable 
questions, the participants are assisted to tell their story and the researcher can obtain 
relevant information. In this study, the following communication skills and techniques 
were used to encourage the participants to share information regarding the study 
phenomenon. 
 
• Minimal cues and leads 
 
Minimal cues and leads are related to brief verbal or non-verbal prompts that 
encourage the participant to continue sharing; for example, saying ‘go on’, nodding, 
and smiling (Arnold & Boggs, 2011:184-185). Furthermore, it prevents distraction from 
the participant’s message. By permitting participants to tell their story as they 
experienced it, minimal cues promote participants’ comfort in sharing information 
(Zimmerman, 2011:141-148). 
 
• Clarification 
 
This skill was used to get a better understanding of the participant’s statements, which 
may have been unclear to the researcher (Uys & Middleton, 2016:180). The 
researcher, as the interviewer, attempted to understand the basic nature of a 
statement made by the participants. 
 
• Restatement 
 
Restatement is the repetition of a small section of the participant’s message, often in 
the form of a query, using the participant’s own words (Arnold & Boggs, 2011:363-
364). This allows the participants to hear for themselves what was said. They also 
then have the opportunity to clarify, amend their statement or be more specific. It is 
effective when participants seem stuck in a repetitive line of thinking (Arnold & Boggs, 
2011:186). 
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• Paraphrasing 
 
Paraphrasing is an attempt to put the core elements of the participant’s message into 
different words (Arnold & Boggs, 2011:186). However, paraphrasing a participant’s 
experiences should always be done tentatively so that the participant can correct any 
misinterpretations or confirm correct understanding. 
 
• Reflection 
 
According to Koutoukidis, Stainton and Hughson (2016:162-163), reflection is focused 
on the emotional implication of the participant’s message. The listening response 
helps the participant clarify important feelings and experiences with their appropriate 
intensity in relation to a particular situation or event (Uys & Middleton, 2016:178). 
 
• Summarisation 
 
According to Koutoukidis, et al. (2016:162-163), summarisation is the strategy used to 
review content and process. Summarising brings together the ideas and experiences 
from one interaction or a series of interactions. At the end of the interview, 
summarising was used for closure.  
 
• Silence 
 
Silence is an active listening skill as it offers the participant time to think, and allows 
the researcher to step back momentarily and process what has been heard before 
responding (Koutoukidis, et al.; 2016:162-164). 
 
b) Observation and field notes 
 
According to De Vos, et al. (2011:335), field notes are written accounts of the things 
the researcher hears, sees, experiences and thinks about during the process of 
collecting or reflecting on the data. Furthermore, Houser (2015:425) adds that these 
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observations are inserted into the transcripts to ensure they are recollected correctly 
and completely. The following field notes are explained: 
 
i) Observational notes 
 
Observational notes represent the objective descriptions made by the researcher 
while observing specific events, behaviour, interaction or a phenomenon of interest 
(Polit & Beck, 2010:406). In this study, the researcher made notes of the verbal and 
non-verbal responses, behaviour and interactions and feelings expressed by the 
participants.  
 
ii) Methodological notes  
 
These are instructions about how subsequent observations will be made (De Vos, et 
al. 2011:412-414). The researcher wrote instructions about observations that were 
made during data collection. 
 
iii) Theoretical notes  
 
These are records of existing data that can be used when available data are exercised 
in a new way in order to answer a specific research question (De Vos, et al.; 2011:412-
414). The researcher also wrote theoretical notes by revising the existing data. 
 
iv) Personal notes 
 
These can be explained as notes about the researcher’s own feelings during the 
interview that were used to obtain a better understanding of the data (De Vos, et al.; 
2011:412-414). The researcher wrote notes during the interview which were used 
when analysing the data. 
 
2.5.1.4  Data analysis 
 
Data analysis is conducted to reduce, provide structure, organise and give meaning 
to the data or information that is collected during the research study (Grove, et al.; 
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2013:46). Polit and Beck (2010:463) add that qualitative data analysis is an active and 
interactive process. The researcher finds meaning in the data, often reading data over 
and over in search of a deeper understanding and insight until the researcher becomes 
completely familiar with the data. It includes the process of fitting data together and 
drawing realistic conclusions from it. After transcribing the recorded interviews, the 
following eight steps of Tesch’s analysis technique (Creswell, 2013:184) were used to 
systematically analyse the textual data: 
 
• Read all the transcriptions carefully, and jot down some ideas as they come to 
mind in order to get a sense of the whole. 
 
• Pick one document, the shortest one on top of the pile. Avoid thinking of the 
substance of the information or what it means. The researcher writes down his 
thoughts in the margins as they occur so that he later remembers what he was 
thinking.  
   
• Complete the task for several participants, compile a list of all topics, and cluster 
the same topics together. These topics should be formed into columns and divided 
as major, unique and leftover topics.  
 
• Take this list and go back to the data. Abbreviate the headings as codes and write 
the codes next to the appropriate segments. Try to organise this information and 
see if new categories and codes emerge, for example categories and sub-
categories.  
 
• Merge individual topics based on how they relate to each other to reduce your total 
list of categories. Find the most relevant wording for your topics and turn them into 
categories. Draw lines between the categories to see how they relate. 
 
• Decide on the abbreviation for each category, and alphabetise the codes. 
 
• Assemble all the data material that belong to each category in one place, and 
perform a baseline analysis.  
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• Recode your existing data, if necessary, to check if the results are still the same.  
 
An independent coder, who has a doctorate degree and experience in qualitative data 
analysis, was used to apply Tesch’s eight steps of analysis. The researcher and the 
independent coder met for a consensus discussion on the findings. 
 
2.5.1.5  Literature control 
 
According to Grove and Gray (2018:23-27), a literature control is the analysis and 
synthesis of research sources to generate a picture of what is known and not known 
about a particular situation. The literature presents the results of other studies that are 
closely related to the study being reported (Creswell, 2013:97). It also relates a study 
to the larger ongoing dialogue in the literature about a topic by bridging the existing 
gaps and extending prior studies. Furthermore, Creswell (2014:59) adds that a 
framework is provided for establishing the importance of the study, and a benchmark 
is set to compare the results with other studies. 
 
In qualitative research, the purpose and timing of a literature control vary according to 
the type of study to be conducted (Gray, et al.; 2017:120-123). The purpose is to 
convey to the researcher what is currently known regarding the topic of interest, but 
also where the inconsistencies or shortcomings are in the knowledge base. 
 
In this study, a literature control was incorporated at the end of the study. Incorporating 
the literature in the final section of the study, where it is used to compare and contrast 
the result that emerged from the study, prevent bias of data collection and findings 
due to the influences of existing views and research findings (Leedy & Ormrod, 
2010:67). 
 
2.5.2  Trustworthiness 
 
The data collected for this exploratory, descriptive, contextual, qualitative study were 
evaluated for trustworthiness by measuring and assessing the data for credibility. 
Credibility implies that the results of the study represent the realities of the participants 
as much as possible (Polit & Beck, 2012:585). Transferability means results can be 
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transferred to similar situations, participants and settings (Polit & Beck, 2012:585). 
Dependability refers to the repetition of the study with similar participants in similar 
circumstances resulting in consistent findings (Grove & Gray, 2018:357-359). 
Confirmability states that the researcher attempts to enhance objectivity by reducing 
bias in the research method and procedures (Polit & Beck, 2012:585). The strategies 
to ensure trustworthiness and rigour in qualitative research is discussed in detail in the 
following section.  
 
According to Grove and Gray (2018:16-19), the objectivity of the researcher is 
important. Therefore, the researcher’s values, feelings and perceptions did not play a 
role in this study. Furthermore, the rigour in this qualitative study is represented by 
dependability and trustworthiness (Merriam & Tisdell, 2015:260-264), and the 
researcher adopted Guba and Lincoln’s (1985) model of trustworthiness in qualitative 
research (Krefting, 1991:217). 
 
2.5.2.1  Credibility 
 
Credibility refers to the extent to which the researcher will demonstrate the truthfulness 
of the research findings and participants’ experiences (Lincoln & Guba, 1985:297). 
The following steps were applied in this study: 
 
Prolonged engagement: 
 
According to Houser (2015:427), prolonged engagement is the process of investing 
ample time in the data collection process so that the researcher gains an in-depth 
understanding of the culture, language or views of the participants in the study. This 
was achieved by spending time with the participants before the interviews, developing 
a relationship of trust, and allowing sufficient time for the interviews. 
 
Reflexivity: 
 
In the research process, reflexivity is a sensitivity to the ways in which the researcher 
has collected the data based on introspection and acknowledgement, and the process 
of becoming aware of any biases (Houser, 2015:426-427). Bracketing is used to limit 
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the effects of researcher bias by becoming aware of potential assumptions and 
preconceived notions (Creswell, 2013:80). In this study, the researcher set aside his 
bias through self-awareness and becoming sensitive to the ways in which he and the 
research process shaped the data.  
 
Member checking: 
 
Member checking refers to as a technique for exploring the credibility of results (Brit, 
Scot, Carvers, Campbel & Walter, 2016:1802-1811). In addition, validity is ensured by 
having participants review and comment on the accuracy of transcripts, interpretations 
or conclusions (Houser, 2015:428). In this study, this was done during the data 
collection process where the researcher asked the participants to clarify the 
statements that were made to ensure that he interpreted it correctly. 
 
Triangulation: 
 
According to Krefting (1991:219), triangulation is a powerful strategy for enhancing the 
quality of the research; particularly the credibility of a study. Furthermore, Houser 
(2015:427-428) adds that triangulation includes a method where at least three sources 
of information are used to support the conclusions that were made. This can include 
data source triangulation, theory triangulation and investigator triangulation. 
Triangulation was applied in this study by using multiple data methods like interviews, 
observations and field notes. 
 
Peer examination: 
 
Peer examination is based on the same principle as member checks but involves the 
researcher discussing the research process and findings with impartial colleagues 
who have experience with the qualitative design (Creswell, 2013:251; Krefting, 
1991:219). In this study, this was done by the researcher discussing the research 
process and findings with his supervisors and the independent coder. 
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Structural coherence: 
 
The establishment of structural coherence enhances credibility. It is the assurance 
that there are no unexplained inconsistencies between the data and its interpretations. 
According to Krefting (1991:220), although data may conflict, credibility is increased if 
the interpretation can explain the apparent contradiction. Throughout this study, the 
researcher focused on the family members’ experiences of non-compliance to 
psychiatric medication by adult females living with depression. In addition, the 
researcher aimed to provide a holistic picture of all the data collected. All the research 
results were written within the framework of the Theory for Health Promotion in Nursing 
(Department of Nursing, University of Johannesburg, 2017:4-6). 
 
2.5.2.2  Transferability 
 
According to Grove and Gray (2018:63-66), transferability refers to the findings being 
transferrable to other settings or groups. The following steps were applied in the 
research: 
 
Purposive sampling: 
 
Purposive sampling was used in this study by selecting participants who met the 
inclusion criteria in order to obtain the required information (Grove & Gray, 2018:248-
250). 
 
Rich, dense description of the demographics of the participants and results: 
 
A rich, comprehensive description of the study was provided to ensure sufficient 
information is available to enable the readers of the study to judge the transferability 
of the findings to other settings (Botma, et al.; 2010:215). This was achieved by a 
dense description of the demographics of the participants and a rich description of the 
results, supported by verbatim quotations from the participants (presented in Chapter 
3). The results were contextualised and supported by a literature control. 
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2.5.2.3  Dependability 
 
Dependability of qualitative data refers to the reliability of data over time and research 
conditions (Terre Blanche & Durrheim, 2011:93), such as checking whether the 
findings would still be reliable if another researcher replicated the study with the same 
participants in a similar context (Polit & Beck, 2010:585). 
 
Dependability audit: The process refers to another researcher being able to follow 
the researcher’s decisions. In this study, the researcher kept hard copies of the field 
notes as well as transcriptions in order to facilitate an audit trail. Other researchers are 
thus in a position to trace the design used, to provide a dense description of the family 
members’ experiences of non-compliance to psychiatric medication by adult females 
living with depression (Botma, et al.; 2010:233). 
 
Code-recoding of data: Tesch’s eight-step analysis technique was used as 
discussed earlier in the chapter (Gray, et al.; 2017:292; Polit & Beck, 2012:585). An 
independent coder was also consulted and a consensus meeting was held. 
 
Stepwise replication of the research method: Stepwise replication is a technique 
suggested for enhancing dependability. It includes a thorough description of 
methodology, which is a way of building stepwise replication into research (Ary, 
Jacobs, Sorenson & Razavieh, 2010:426-502). In this study, the researcher intended 
to describe the steps taken and support them with reference to literature. This chapter 
set out the steps that were used in this research study and further steps are explained 
in the chapters where they are featured. 
 
2.5.2.4  Confirmability 
 
According to Polit and Beck (2012:585), confirmability refers to the objectivity and 
neutrality of the data, to the degree to which the findings are the product of the focus 
of inquiry and not figments of the researcher’s imagination. The findings should be a 
true reflection of the participants’ experiences, rather than the reflection of the 
researcher’s biases (Braun & Clarke, 2013:285-289). The researcher analysed data 
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in a way that kept his biases, assumptions and perspectives separated, and the 
supervisors’ review mitigated the effects of researcher bias. 
 
2.5.3  Ethical considerations 
 
In this study, the researcher adhered to the following ethical principles (Dhai & 
McQuoid-Mason, 2011:14-15):  
 
• Autonomy 
 
• Non-maleficence 
 
• Beneficence 
 
• Justice 
 
These principles were discussed in detail in Chapter 1 of the study. 
 
2.5.4  Phase Two: Recommendations to facilitate family members’ mental 
health as they care for adult females living with depression who are non-
compliant to psychiatric medication  
 
The collected and analysed data, along with the literature control and triangulation 
during Phase One, were used in Phase Two to formulate specific recommendations 
to facilitate family members’ mental health as they care for adult females living with 
depression who are non-compliant to psychiatric medication. The specific 
recommendations were based on the research findings. 
 
2.6  CONCLUSIONS, LIMITATIONS AND GENERAL RECOMMENDATIONS 
 
Conclusions, limitations and general recommendations of this study were based on 
the research findings. General recommendations were made for families, education 
and further research. 
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2.7  SUMMARY 
 
In this chapter, the research design and method used in this study were discussed. 
The methods to ensure the rigour and trustworthiness of the study were also 
described. In Chapter 3, the discussion of the findings on family members on their 
experiences of non-compliance to psychiatric medication by adult females living with 
depression, will be provided. 
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CHAPTER 3 
DISCUSSION OF THE RESEARCH FINDINGS 
 
3.1  INTRODUCTION 
 
In this chapter, the research findings of the in-depth phenomenological interviews with 
family members on their experiences of non-compliance to psychiatric medication by 
adult females living with depression are presented. A literature review is included to 
validate the findings of the research study.  
 
3.2  DEMOGRAPHIC PROFILE OF PARTICIPANTS 
 
The participants were family members between the ages of 20 and 45 years living with 
adult females with depression who are non-compliant to psychiatric medication. All the 
participants in this study have family members who receive psychiatric medication 
from a Gauteng governmental psychiatric hospital. They were all from a lower socio-
economic class, were not on medical aid and could not afford private hospital care. 
They could all speak either English or Afrikaans. The participants comprised six 
females and two males. The participants’ demographics are presented in Table 3.1. 
 
Table 3.1 Demographics of participants 
Participants 
number 
Gender Age 
Level of 
education 
Relationship to 
adult female 
living with 
depression who 
is non-compliant 
to psychiatric 
medication 
Years caring for 
adult female 
living with 
depression who 
is non-compliant 
to psychiatric 
medication 
 
Participant 1 
 
Female 26 Grade 12 Daughter 8 years 
Participant 2 
 
Female 41 Grade 12 Daughter 5 years 
 
Participant 3 
 
Male 38 Grade 12 Husband 10 years 
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Participants 
number 
Gender Age 
Level of 
education 
Relationship to 
adult female 
living with 
depression who 
is non-compliant 
to psychiatric 
medication 
Years caring for 
adult female 
living with 
depression who 
is non-compliant 
to psychiatric 
medication 
 
Participant 4 
 
Female 45 Grade 12 Daughter 9 years 
Participant 5 
 
Female 40 Grade 12 Daughter 10 years 
Participant 6 
 
Female 43 Grade 12 Sister 2 years 
Participant 7 Female 35 Grade 12 Daughter 4 years 
 
Participant 8 Male 40 Grade 12 Husband 10 years 
 
 
3.3  DESCRIPTION OF THE ENVIRONMENT 
  
This research study was conducted in a governmental psychiatric hospital in Gauteng. 
The interviews were conducted in either the social worker’s office or the unit manager’s 
office. The rooms had doors that could close, and a sign that read ‘Session in progress’ 
was placed outside the door. The rooms were chosen to ensure privacy during the 
interviews. 
 
3.4  DATA COLLECTION AND ANALYSIS 
 
Data were collected through in-depth interview observations and field notes until data 
saturation was reached; no new information emerged from interviews. The same 
question was passed to all the participants: “How is it to have a 
wife/mother/sister/daughter living with depression, not taking their medication 
as indicated by the doctor?” 
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These interviews were transcribed verbatim and analysed. Descriptive and reflective 
field notes were also considered in the analysis. Tesch’s (1990:142-145) eight-step 
coding process was used and the expertise of an independent coder was sought. The 
independent coder holds a doctorate qualification and has extensive experience in 
qualitative research. Subsequently, a consensus was reached between the researcher 
and the independent coder on the interviews’ themes and categories. After the data 
analysis, the literature control was used to compare the findings from this study with 
literature in order to determine differences and similarities. Participants’ verbatim 
quotations support data. 
 
The themes and categories that emerged from the data are presented in Table 3.2. 
The results and findings are discussed and interpreted further in this chapter. Data on 
the participants’ experiences were grouped into major themes and categories. The 
actual words the participants used to describe an experience were used when 
reporting the findings, and themes were identified and described the findings.  
 
Table 3.2 Overview of themes and categories: family members’ experiences 
of non-compliance to psychiatric medication by adult females 
living with depression 
THEMES CATEGORIES 
 
1. Family members experienced 
psycho-social effects of adult 
females living with depression 
who are non-compliant to 
psychiatric medication 
• Family members experienced 
uncontrolled and disruptive 
behaviour from adult females living 
with depression who are non-
compliant to psychiatric medication 
 
• Family members experienced adult 
females living with depression who 
are non-compliant to psychiatric 
medication smoking dagga and 
drinking alcohol 
 
 38 
THEMES CATEGORIES 
 
• Family members experienced verbal 
aggression from adult females living 
with depression who are non-
compliant to psychiatric medication 
 
• Family members experienced 
isolation of adult females living with 
depression who are non-compliant to 
psychiatric medication 
 
• Family members experienced lack of 
support by family, healthcare 
workers and friends in caring for 
adult females living with depression 
who are non-compliant to psychiatric 
medication 
 
2. Family members experienced 
treatment refusal by adult females 
living with depression who are 
non-compliant to psychiatric 
medication 
 
• Family members experienced adult 
females living with depression 
defaulting on their medication 
3. Family members experienced 
challenges caring for adult 
females living with depression 
who are non-compliant to 
psychiatric medication 
• Family members experienced 
psychological effects such as fear, 
distrust and insecurity  
 
• Family members experienced 
feelings of hopelessness caring for 
adult females living with depression  
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THEMES CATEGORIES 
 
• Family members experienced lack of 
coping mechanisms in caring for 
adult females living with depression  
 
• Family members experienced 
physical effects in caring for adult 
females living with depression, such 
as physical exhaustion 
 
• Family members experienced stigma 
in caring for adult females living with 
depression 
 
• Family members experienced lack of 
support regarding mental illness and 
the treatment thereof  
 
3.5  DISCUSSION OF THE RESULTS 
 
The interpretation and discussion of the findings were based on the major themes and 
categories that are summarised in Table 3.2. In this discussion, there was reference 
to “adult females living with depression”, as well as “non-compliance to psychiatric 
medication”. 
 
3.5.1  The central theme  
 
Family members of adult females living with depression who are non-compliant to 
psychiatric medication experienced medication as a negative aspect in their lives; later 
realising that eventually, it is lifesaving. The therapeutic relationship between family 
members and adult females living with depression was a pertinent component in 
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promoting mental health and developing interpersonal skills. As a result, they realised 
they were responsible for each other’s lives. 
 
The major themes and categories will be described and discussed with quotations 
from the interviews and a literature review. 
 
3.5.2  Theme 1: Family members experienced psycho-social effects of adult 
females living with depression who are non-compliant to psychiatric 
medication 
 
While staying with adult females living with depression who are non-compliant to 
psychiatric medication, most family members reported that they experienced 
disruptive behaviour from these women as they drank alcohol and used drugs. Family 
members also reported that they did not get any support from their extended family 
members and relatives. Participants reported that adult females living with depression 
isolated themselves at home.  
 
3.5.2.1  Family members experienced uncontrolled and disruptive behaviour 
from adult females living with depression who are non-compliant to 
psychiatric medication 
 
In interviews conducted in this study, family members of adult females living with 
depression mentioned that it was difficult for them to stay with these women when they 
were at home under the family members’ care as they behaved badly and 
uncontrollably. Participants shared the following experiences: 
 
“If she does not take her medication she goes off the chart go to 
different places and sometimes has a car and still drive so she 
would get in the car and end up somewhere. Sometimes and 
uhhhm the problem is alcohol. We have a cabinet that we can 
lock now so she can get in near meds or alcohol stuff like that. 
She will grab it she will hide it from us when I’m not there stuff 
like that so you need to be more observant.” (P1, daughter, 26 
years old). 
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“It is quite challenging because the behaviour is totally out of 
control. She does not listen and she do not even want to take 
medication anymore. She takes medication every day 6 o’clock 
but sometimes when you call her to come and eat, she does not 
want to come and eat. Then sometimes she forgot to take 
medication. She is rude. She does not want to do anything she 
does not want to listen to anyone. She is disrespectful.” (P2, 
daughter, 41 years old). 
 
“Firstly she was not taking her medication and swearing at us 
doing bad things like taking off her clothes and talking to herself 
and not listening to us.” (P4, daughter, 45 years old). 
 
Uncontrolled and disruptive behaviour was highlighted by Rogers (2013:405-412) 
stating that many families have the frightening experience of realising they have no 
control over adult females living with depression, especially if the woman is aggressive 
towards them. Behere, Basnet and Campbell (2017:457-463) verified that mental 
illness could result in devastation within the family. The destructive behaviour of the 
person with mental illness can cause trauma, tension, guilt, and bitterness. It can tear 
marital relationships to shreds and cause resentment and even hatred between 
siblings.  
 
Psycho-social effects of adult women living with depression who are non-compliant to 
psychiatric medication were supported by Dixon, Holoshitz and Nossel (2016:13-20) 
when they stated the problem as the adult females living with depression refusing to 
take medication when they are at home or under the supervision of their family 
members. This result in chronic problems with mental functioning including irritability, 
outbursts of anger, difficulty in concentration, isolation, sleeping disturbances and the 
use of substances. If the adult female living with depression adheres to their 
medication, this may be avoided. The family members revealed that their relatives' 
uncontrolled behaviour, such as temper tantrums or shouting in their homes, together 
with the need for constant care, had deprived them of their social lives. Harmony in 
the family was also affected by family members sometimes losing their tempers or 
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disagreeing about managing the affairs of the adult female living with depression who 
is non-compliant to psychiatric medication. Lesesselo, et al. (2016:2-12) found that 
family members experienced a lack of support in dealing with their relatives’ problems.  
 
3.5.2.2  Family members experienced adult females living with depression who 
are non-compliant to medication smoking dagga and drinking alcohol  
 
Some family members reported that when the adult females living with depression 
who are non-compliant to psychiatric treatment were at home, they used drugs, such 
as dagga. Participants thus experienced problems due to the effects of substance 
abuse and alcohol. This was evidenced by the participants who said that: 
 
“Like we went out at night had a few drinks that you know the 
next day she has a hangover is basically that kind of effect.” (P3, 
husband, 38 years old). 
 
“She was a very good girl but later during her early 20’s she 
started smoking dagga. Since she started smoking dagga and 
drinking alcohol, she is very problematic and it became very 
difficult for me to control her.” (P6, sister, 43 years old). 
 
“Her behaviour becomes out of control on top of that she likes to 
drink alcohol.” (P8, husband, 40 years old). 
 
The findings of this study had some similarities to the study of Bailey, Wye, Wiggers, 
Bartlen and Bowman (2017:140-146), who also found that most psychiatric patients 
who are under the care of their families, suffer from financial instability as a result of 
using tobacco, alcohol and drugs, which makes them aggressive towards their family 
members. In such families, individual family members seem to become restricted in 
expressing their needs, feelings and wishes (Schultz & Alpaslan, 2016:90-94). A 
change in the family structure becomes noticeable, characterised by distorted patterns 
of communication and a lack of understanding among family members (Brage, Valero, 
Orte & Carmen, 2018:1-13). The family, as a system, becomes involved in a process 
of physical and emotional detachment, and individual members become socially 
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distant from each other (Schultz & Alpaslan, 2016:91-95). Research into the impact of 
substance abuse on the family is well documented in South Africa (Mpanza & 
Govender, 2016:110-115). 
 
3.5.2.3  Family members experienced verbal aggression from adult females 
living with depression who are non-compliant to psychiatric medication 
 
Some of the family members revealed that adult females living with depression 
became aggressive towards them for no apparent reason. Participants indicated that 
the adult females living with depression would become verbally aggressive when they 
do not take their medication. Some of the participants said: 
 
“She talks to herself she will, she will almost like wreck the car 
and she will scream sometimes. How can I say she will be like a 
child is she can’t get what she wants she will throw tantrum stuff 
like that.”(P1, daughter, 26 years old). 
 
“One night, she came back home very angry, she was swearing 
at me calling me a witch.” (P6, sister, 43 years old). 
 
“First of all she is very rude and verbally aggressive.” (P7, 
daughter, 35 years old). 
 
In a study by Pompili, Carlone, Silvestrini and Nicolo (2017:175-179), they found that 
60% of psychiatric patients show aggressive behaviour towards their caregivers, and 
aggressive behaviour was a prevalent problem among adult females who were non-
compliant to their psychiatric medication. Recently, concerns about the impact of 
family aggression and violence have increased (McCann, Lubman, Boardman & 
Flood, 2017:11). Research shows high rates of family members dealing with all forms 
of aggression (Shi, Zhang, Zhou, Yang, Sun, Hao, Peng, Gao, Mu, Han & Fan, 2017:1-
7). In this study, aggression is any form of behaviour that is projected to injure 
someone physically or psychologically (Chen, 2017:1-8). 
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3.5.2.4  Family members experienced isolation of adult females living with 
depression who are non-compliant to psychiatric medication 
 
Most of the families reported that the adult females living with depression isolated 
themselves at home and seldom talked to anyone in the family. Some family members 
reported that: 
 
“We tried to get her to go to other places and other people 
because she feels very lonely sometimes she says she wants 
someone like me.” (P1, daughter, 26 years old). 
 
“There is times where she isolates herself totally. But I have to go 
and check if things are okay you know. When she is quiet, I know 
something is up.” (P7, daughter, 35 years old). 
 
“She mostly isolates herself and sleeps a lot I mean hours and 
hours on end.” (P8, husband, 40 years old). 
 
Social connections to others, especially family members and friends, are critical 
features of life that provide a variety of social support in the form of assistance with 
routine activities, comfort and companionship. These connections are especially 
helpful during crises, and they reduce isolation (Taylor, Taylor & Chatters, 2016:443-
461). Increasing evidence confirms the negative effects of isolation on a person’s 
physical and mental health and well-being (Berkman, Kwachi & Glymoche, 2014). 
Despite a significant body of research on isolation and its effects, very little of this work 
specifically focuses on the experiences of family members of mentally ill persons 
(Lavoie, 2018:601-626). Ribas, Brotman, Valdivieso, Leibeuft and Stringoris 
(2016:556-570) claim that the biggest problem they found was patients refusing to 
continue their treatment at home or under supervision from their family members; this 
resulted in a chronic problem with mental functioning, including isolation.  
 
 
 45 
3.5.2.5  Family members experienced lack of support from family, healthcare 
workers and friends in caring for female adults living with depression 
who are non-compliant to psychiatric medication 
 
In this study, family members reported that they experienced lack of support from other 
family members and the healthcare system. This resulted in feelings of loneliness and 
abandonment. They shared: 
 
“It seems like I am running out of options. I feel that I maybe 
should just do more and I do not know what to do really I don’t 
know.” (P2, daughter, 41 years old). 
 
“If my mother could be happy you know in the country we don’t 
have systems in place for mental health, mental health they only 
focus on people that are taking treatment. It doesn’t start there 
you need to take care of your mental health and I need to take 
care of my mental health so there is nothing even on TV there is 
nothing that talks about mental health nobody, cares when 
somebody is stressed.”  (P5, daughter, 40 years old). 
 
“I mean my family, my family does not want to support me and 
also my friends the bad thing is I have no support system at all I 
have to deal with everything on my own.” (P8, husband, 40 years 
old). 
 
Shamsaei, Cheraghi and Bashirian (2015:1-7) added that carers experienced a lack 
of support in dealing with their relatives’ problems. The social support needs 
expressed by these carers were categorised into informational, emotional, and 
professional support (Kaakinen, et al.; 2014:254-2600). The quality of support varies, 
and many family members feel marginalised by services that seem unaware of their 
significant contribution as informal caregivers (Bauer & Alfonso, 2015:113-145).  
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3.5.3  Theme 2: Family members experienced treatment refusal by adult 
females living with depression who are non-compliant to psychiatric 
medication 
 
Complying with treatment was the only way that individuals living with mental illness 
could maintain their mental stability. However, if the individuals living with mental 
illness are non-compliant with their prescribed medications, they might present with 
depressive symptoms. This was predominantly caused by avoidable factors, but 
because of a lack of knowledge and different beliefs, individuals living with mental 
illness still decided to stop taking their medication, which affected the family dynamics. 
The following quotations demonstrate this: 
 
“…how can I say it consumes you and then you also need to find 
something and pull through and take her with you so you need to 
take course and you need to have direction in life.”  (P1, 
daughter, 26 years old). 
 
“Because the first time that was so hard for me to stay with her 
this person you see then I told myself and let me help this person 
she needs attention to help her you have to speak to her and not 
be scared of her because she is a person then she would listen.” 
(P4, daughter, 45 years old). 
 
“I have reached a point that I do not know what to do anymore. I 
have tried everything for her to be more compliant.” (P7, 
daughter, 35 years old). 
 
Akbari, Alavi, Irajpour and Maghsoudi’s (2018:329-337) study also found that adult 
females living with depression and refusing psychiatric medication led to 
developments that affected family caregiving. Firstly, the de-institutionalisation 
movement has been moving people with severe and persistent mental illness from 
hospitals to the community. The movement has accelerated given the growing 
concern for the non-therapeutic aspects of hospital care and the civil rights of the 
patients. Medications for depression have had a dramatic effect on some patients 
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living with mental illness, by reducing behaviours that were previously difficult to 
manage. Research to increase awareness of medication in primary care is important 
(Ross, Vogod, Waese, Spence, Oliver, Chambers, Anderson & Shileds, 2015:1-13). 
The medication helps the patients to deal with practical problems of daily living, so it 
is important for patients to comply with their prescribed medications. Their compliance 
makes family members’ caring role easier.  
 
3.5.3.1  Family members experienced adult females living with depression who 
are non-compliant with their medication 
 
Most family members reported that adult females living with depression deliberately 
refused to take prescribed medications, or stopped taking their medication as a result 
of unforeseen circumstance out of the family’s control. The family members in this 
study also shared experiences that the adult females living with depression did not 
want to take their medications, as they believed they were no longer mentally ill. Family 
members reported that the adult females refuse to be supervised in taking their 
medications. They stated that adult females living with depression defaulting on 
medication resulted in relapse, and these women then once again presented with 
depression. Some participants said: 
 
“…the problem is she does not take her medication, so she is out 
of control and she refuses to be supervised because when you 
tell her to take her medications, she become very aggressive and 
even threaten you.” (P1, daughter, 26 years old). 
 
“She refuses to take her treatment when at home; she slapped 
me while I was advising her to take her medication.” (P6, sister, 
43 years old). 
 
“I don’t think there’s much I can do. I have tried everything 
exhausted all avenues spoke to family members spoke to 
doctors. She just does not want to take medication when she’s at 
home and how can you convince a person that has fixed believed 
that pills are for crazy people.” (P8, husband, 40 years old). 
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According to Crowe, Wilson and Inder (2011:894-903), defaulting treatment can be in 
the form of not taking the medication at the recommended dose and frequency, not 
taking the medication at all, and irregular attendance to follow-up appointments or not 
attending at all. The most important and highly encountered form of defaulting 
medication is where a patient does not follow the recommended dose and frequency 
(Mert, Turgat, Kelleci & Semiz, 2015:87-93). Moreover, Chapman and Horne 
(2013:446-452) added that there are many factors that cause psychiatric patients to 
default with their medication, including lack of insight into having an illness, distress 
associated with side effects, disturbing side effects affecting quality of life, lack of 
family and social support, insufficient information on the disease and treatment, and 
substance abuse or addiction. Defaulting on medication has negative impacts on both 
patients and their family members, including exacerbations, relapses, and harmful 
behaviour to oneself (El-Mallakh & Findlay, 2015:1077-1090).  
 
3.5.4  Theme 3: Family members experienced challenges caring for adult 
females living with depression who are non-compliant to psychiatric 
medication 
 
Most family members reported that they experienced fear, distrust and felt insecure 
when they were staying with the adult females living with depression. They reported 
that this affected them psychologically. They also reported that they did not trust that 
the adult females living with depression could function on their own. The participants 
mentioned that they were struggling at times to cope with the adult females living with 
depression at home.  
 
3.5.4.1  Family members experienced psychological effects such as fear, 
distrust and insecurity  
 
Some family members experienced feelings of persecution related to suspicion, 
burden and fear. Participants reported that they were afraid of the behaviour of the 
adult females living with depression when they were at home and did not comply with 
their medication. They said: 
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“Sometimes I feel like maybe I am not doing enough, just I don’t 
know I want to blame myself it’s just confusing.” (P2, daughter, 
41 years old). 
 
“Because they were scared of her they did not want to speak to 
her we are the only persons who were speaking to her don’t do 
this they were so angry with her.” (P4, daughter, 45 years old). 
 
“I am alone and sometimes when things get out of hand with my 
mother I run to my room and locked the door.” (P7, daughter, 
35 years old). 
 
This is supported by Lee and Selart (2015:153-159), stating that just one betrayal may 
create distrust and once established, distrust is extremely resistant to change. Family 
members reported tension, stress, anxiety, resentment, depression with 
accompanying feelings of hopelessness and powerlessness, a sense of entrapment, 
a disruption in their family life and relationships, financial difficulties, physical ill health, 
restrictions in social and leisure activities, and an overall decrease in the quality of life 
as a result of having a relative living with mental illness. Several studies have found 
that distinct social groups experience fear, distrust and insecurity differently according 
to their social positions, roles and relations (Sweeney, Gillard, Wykes & Ross, 
2015:1097-1087). For example, family members experiencing depression have 
particular fears about the effect of their distress on their children and the potentially 
intrusive role of social services (Duschinsky, 2018:17-27). To date, there has been 
very little research into the conditions, causes and consequences of fear, distrust and 
insecurity experienced by family members when caring for an adult female living with 
depression who is non-compliant to psychiatric medication (Sweeney et al., 
2015:1097-1087).  
 
3.5.4.2  Family members experienced feelings of hopelessness caring for adult 
females living with depression  
 
According to participants, their relative’s depression was a major barrier for optimal 
adherence to medication. The following comment was made: 
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“…That’s what I do focus on the good. It wasn’t always like that 
most, most of the time when I was younger I focused on the bad 
stuff that’s why I went to therapy and that started to rewrite your 
brain.” (P1, daughter, 26 years old). 
 
“You see everything she do was so maybe ai then we started 
talking to her don’t do this don’t do that. Then my brother said 
no we can’t live like this always complaining about her.” (P4, 
daughter, 45 years old). 
 
“Aggggg, I just feel tired sometimes it drains me.” (P5, 
daughter, 40 years old). 
 
According to Paiva, Ferreira, Bosa and Narvaez (2017:34-42), depression is 
associated with feelings of hopelessness and loss of the will to care for the self. Family 
members experienced hopelessness in caring for adult females living with depression 
who were non-compliant to psychiatric treatment. Hopelessness increases the risk of 
emotional maladjustment for family members (Assari & Lankarani, 2016:1-6). Caring 
for a family member with a chronic mental disorder can be quite daunting, and there 
is the tendency for family members to feel oppressed by the associated tasks involved 
(Aloba, Ajao, Alimi & Esan, 2016:18-25). The literature has consistently shown that 
hopelessness in caregivers may reduce family members’ stress absorbing abilities, 
and increased levels of hope have statistically significant correlations with reduced 
psychological dysfunctions among family members (Pinar, Pinar & Ayhan, 2012:170-
180).  
 
3.5.4.3  Family members experienced a lack of coping mechanisms in caring for 
adult females living with depression 
 
Some of the participants were of the opinion that they had difficulty in coping with 
stressful situations while staying with the adult female living with depression. The 
participants reported their experiences of a lack of coping mechanisms as follows: 
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“I feel that I maybe should just do more I do not know what to 
do really I don’t know…” (P2, daughter, 41 years old). 
 
“I really do not have any coping mechanisms. I am alone.” (P7, 
daughter, 35 years old). 
 
“Well I try my best to be a mediator and talk to her nicely that 
she can see my point of view other than that I do not have 
anything else. I take all things as they come day by day and 
try to solve them to the best of my ability.” (P8, husband, 40 
years old). 
 
Lesesselo, et al.; (2016:1-13) noted that parents of psychiatric patients attempted to 
avoid conflict or confrontation with the affected person as a way of providing care and 
coping. These studies suggest that these families use cognitive as well as behavioural 
strategies to cope with the burden, stressors, and difficult realities of their loved one’s 
illness. Some other studies discussed the phenomenon of families coping with the 
mental illness of a relative. Aazami, Shamsaddin and Akmal (2015:1-7) acknowledged 
cognitive coping strategies, such as wishing the situation would go away, looking for 
an unseen benefit, or hoping for a cure someday, as those most frequently used by 
the spouses. The primary functions of these coping devices are to facilitate the 
resolution of emotional conflict, provide relief from stress, cushion emotional pain, and 
avoid or alleviate anxiety. 
 
3.5.4.4  Family members experienced physical effects in caring for adult females 
living with depression, such as physical exhaustion 
 
It is important for family members of adult females living with depression to have the 
necessary strength to take care of them. However, it was difficult for the families to 
provide care for these women as they encountered problems such as tiredness and 
exhaustion due to adult females living with depression displaying uncontrollable 
behaviour.  
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Physical exhaustion as a result of the nature of continuous care was also experienced. 
Most family members experienced physical exhaustion due to a lack of rest, chasing 
and restraining someone who is restless. Participants explained: 
 
“…It did a lot I could not sometimes study as hard as I should at 
school. I have two brothers she had them after six months and 
then I would look after them after my brothers so it is very hard 
to get education to do my best. It’s more like aggg like sections 
and not days so she is going through a rough patch now so you 
need to have support if you don’t have your support you will 
drown.” (P1, daughter, 26 years old). 
 
“I don’t sleep at night, thinking about her, this is really difficult for 
me, I tried to talk to our father about her behaviour but he does 
not listen to me.”  (P6, sister, 42 years old). 
 
“Then I always have to rush home and defuse the situation. This 
is really causing me exhaustion physically and mentally. At night, 
I also lay awake and make sure my wife is OK and this causes 
me not to sleep.” (P8, husband, 40 years old). 
 
The impact of caregiving on the well-being of family members has been studied in 
different communities across the world (Van Deventer & Wright, 2017:2-7). Swaroop, 
Ravi, Goud, Archana, Pius, John, Pal, Agrawal and Jayaram (2013:30) established 
that caregiving can be an emotionally and physically draining experience for family 
members. These caregivers often have high rates of depression when compared to 
the general population. Some family members expressed a sense of hopelessness, 
physical exhaustion and despair. These demands can take a toll on family members 
and their well-being. Furthermore, family members’ stressors manifest as various 
illnesses including physical exhaustion leading to burnout (Adamsson & Bernhardson, 
2018:2-9).  
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3.5.4.5  Family members experienced stigma in caring for adult females living 
with depression 
 
Stigma was another theme that emerged. Family members caring for adult females 
living with depression who are non-compliant to psychiatric medication reported that 
they did not only bear the burden of caring for these women and all financial expenses, 
they were also ostracised and isolated. The family members expressed that there was 
still a lot of stigma associated with mental illness and they attributed this to a lack of 
knowledge on the part of their relatives and the community at large. They expressed 
their experiences as follow: 
 
“I have noticed because the stigma of your grandmother is mad 
you know that the kids think even if you teach them they would 
say mama I understand but my friends will not understand if 
grannie is like this”. “I have kids and they become embarrassed.” 
(P5, daughter, 40 years old). 
 
“I think they are still having a grudge because of her mental 
illness. They are kind of stigmatising her this makes me hopeless 
I did not raise my children like this.”  (P7, daughter, 35 years old). 
 
Mental illness is an exceedingly stigmatised condition within certain communities, 
making it challenging for individuals to seek effective treatment (Rossler, 
2016:1250:1253). The consequences of such stigma can have lifelong effects for the 
individuals, the families and the communities (Dieujuste, 2016:201-206). The family 
members said that society still uses labels, such as saying someone is ‘mad’, and 
shunning mentally ill patients (Peggy, 2011:6-28). This was also related to beliefs 
about the causes of mental illness, such as it being a punishment for wrongdoings by 
the ancestors (Quinn & Knifton, 2014:554-559). Participants were of the opinion that 
mental illness exposed them for their wrongdoings.  
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3.5.4.6  Family members experienced lack of support regarding mental illness 
and the treatment thereof 
 
Many family members expressed the need for them to be properly trained to deal with 
psychological problems. Participants complained that they did not know what their 
relatives were suffering from because it had never been explained to them. They said 
that they just knew that their relatives had a psychiatric problem, but they were not 
aware of the specific diagnosis. Most of the participants said that they get so 
overwhelmed by the condition that they end up ignoring the patient or ill-treating them. 
Participants said: 
 
“…You’re right I am very emotional when talking about it. My 
family pushed me one side because of my mother’s behaviour at 
times. Ja that is one of the contributing factors to my emotional 
state.” (P7, daughter, 35 years old). 
 
“I don’t think anybody knows exactly how difficult it is until you 
have lived with a person like that permanently day in and day out 
and she’s not working she is with you all the time. No family 
members wants to help because of the way my sister is when 
she does not take her medication. The health care system gives 
limited information when it comes to how to deal with psychiatric 
patients who does not comply with their medication.” (P6, sister, 
42 years old). 
 
“To be honest I do not have any support from family or friends 
because they are scared at times and they don’t know her 
condition. Also the health care system just gives you medication 
but not ways on how to deal with the situation when it occurs so 
I mostly rely on what the internet says.” (P8, husband, 40 years 
old). 
 
According to Alberts and Simpson (2015:2753-2767), family members play a 
significant role in supporting a loved one during a mental health crisis. This claim is 
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also supported by MacCourt and Family Caregivers Advisory Committee (2013:n.p.), 
stating that an estimated 2-3% of the adult population provides informal care and 
support to a family member living with a mental health issue. Lesesselo, et al. (2016:2-
10) found that family members experienced a lack of support in dealing with their 
relatives’ problems. The social support prerequisites voiced by these family members 
were classified into informational, emotional, and professional support. 
 
3.6  CONCLUSION  
 
In this chapter, the results of the study were discussed. Data were classified into 
themes and categories. Three themes and categories emerged from the study and 
were discussed. In the next chapter, specific recommendations, limitations of the study 
and general recommendations are presented. 
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CHAPTER 4 
DISCUSSION OF SPECIFIC RECOMMENDATIONS, CONCLUSIONS, 
EVALUATION OF THE STUDY AND GENERAL 
RECOMMENDATIONS 
 
4.1  INTRODUCTION 
 
The family members’ experiences of caring for adult females living with depression 
who are non-compliant to psychiatric medication were explored in Chapter 3. In this 
chapter, specific recommendations are described to facilitate family members’ mental 
health in caring for adult females living with depression, so they can live together like 
any other family. In addition, the evaluation of the study and the limitations and 
recommendations are presented as part of this chapter. 
 
4.2  DISCUSSION OF SPECIFIC RECOMMENDATIONS 
 
Based on the results discussed in Chapter 3, specific recommendations to facilitate 
family members’ mental health in caring for adult females living with depression so 
they can live together like any other family are presented in Table 4.1. 
 
Table 4.1 Specific recommendations to facilitate family members’ mental 
health in caring for adult females living with depression who are 
non-compliant to psychiatric medication  
Themes and categories as per result 
from Chapter 3 
Specific recommendations to 
facilitate family members’ mental 
health in caring for adult females 
living with depression who are non-
compliant to psychiatric medication 
Theme 1: Family members 
experienced psycho-social effects of 
adult females living with depression 
Recommendation 1: Provide mental 
health education to family members 
to support adult females living with 
depression 
 57 
Themes and categories as per result 
from Chapter 3 
Specific recommendations to 
facilitate family members’ mental 
health in caring for adult females 
living with depression who are non-
compliant to psychiatric medication 
who are non-compliant to psychiatric 
medication 
 
1.1 Family members experienced 
uncontrolled and disruptive 
behaviour from adult females living 
with depression who are non-
compliant to psychiatric medication 
 
1.2 Family members experienced adult 
females living with depression who 
are non-compliant to psychiatric 
medication smoking dagga and 
drinking alcohol 
 
1.3 Family members experienced verbal 
aggression from adult females 
living with depression who are non-
compliant to psychiatric medication 
 
 
1.4 Family members experienced 
isolation of adult females living with 
depression who are non-compliant 
to psychiatric medication 
 
 
1.5 Family members experienced lack 
of support by family, healthcare 
1.1 Educate family members on 
managing adult females living with 
depressions’ behaviour to avoid 
physical exhaustion 
 
 
1.2 Identify resources that can assist 
family members with rehabilitation 
and avoidance of substance abuse 
 
 
 
1.3 Initiate family therapy sessions to 
support the family members and 
address the management of verbal 
aggression from adult females living 
with depression 
 
1.4 Family therapy must be provided so 
that the family members of adult 
females living with depression can 
talk about their fears and rebuild 
relationships with their loved ones 
 
1.5 Increase psycho-education among 
family members, thus promoting 
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Themes and categories as per result 
from Chapter 3 
Specific recommendations to 
facilitate family members’ mental 
health in caring for adult females 
living with depression who are non-
compliant to psychiatric medication 
workers and friends in caring for 
female adults living with depression 
who are non-compliant to 
psychiatric medication 
 
their knowledge about the illness, 
improving communication and 
problem-solving skills in caring for an 
adult female living with depression 
 
Theme 2: Family members 
experienced treatment refusal by 
adult females living with depression 
who are non-compliant to 
psychiatric medication 
 
 
2.1 Family members experienced adult 
females living with depression 
defaulting on their psychiatric 
medication 
 
Recommendation 2: Develop family 
members’ and adult females living 
with depression’s interpersonal skills 
to take joint responsibility for caring 
for each other to facilitate the 
promotion of mental health 
 
2.1 Family members should develop a 
sense of responsibility for adult 
females living with depression to 
take more responsibility for their own 
treatment that includes: 
 
• Ensuring family members’ 
continuation of support for adult 
females to take their medication 
without stopping it by themselves 
 
• Promoting the family members’ 
involvement with the adult females 
living with depression in taking their 
medication on a regular basis and at 
the same time every day 
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Themes and categories as per result 
from Chapter 3 
Specific recommendations to 
facilitate family members’ mental 
health in caring for adult females 
living with depression who are non-
compliant to psychiatric medication 
 
• Fostering a learning curiosity to 
know more about mental health 
issues of family members caring for 
adult females living with depression 
 
Theme 3: Family members 
experienced challenges caring for 
adult females living with depression 
who are non-compliant to psychiatric 
medication  
 
 
3.1 Family members experienced 
psychological effects such as fear, 
distrust and insecurity  
 
 
 
 
3.2 Family members experienced 
feelings of hopelessness caring for 
adult females living with depression  
 
 
 
 
Recommendation 3: Combining 
educational, supportive and 
behavioural techniques to develop 
effective strategies to deal with the 
family members’ challenges to 
facilitate their mental health 
 
3.1 Foster differentiation among family 
members and decrease emotional 
reactivity and triangulation to help 
family members with highly 
expressed emotions and intense 
reactions to stressors 
 
3.2 Provide family members with 
cognitive therapy, which will target 
their negative thoughts and 
assumptions. This will be effective 
for family members who are 
experiencing hopelessness 
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Themes and categories as per result 
from Chapter 3 
Specific recommendations to 
facilitate family members’ mental 
health in caring for adult females 
living with depression who are non-
compliant to psychiatric medication 
3.3 Family members experienced lack 
of coping mechanisms in caring for 
adult females living with depression  
 
 
3.4 Family members experienced 
physical effects in caring for adult 
females living with depression, 
such as physical exhaustion  
 
3.5 Family members experienced 
stigma in caring for adult females 
living with depression 
 
 
3.6 Family members experienced lack 
of support regarding mental illness 
and the treatment thereof  
 
 
3.3 Initiate both emotion-focused and 
problem-focused coping strategies 
for family members caring for adult 
females living with depression 
 
3.4 Present guidelines to family 
members in assessing causes of 
physical exhaustion for these to be 
adequately managed  
 
3.5 Explore effective strategies for 
reducing stigma towards family 
members caring for adult females 
living with depression 
 
3.6 Create awareness of the burden 
associated with mental health 
problems by giving guidance and 
support to family members 
 
 
4.3  SPECIFIC RECOMMENDATIONS TO FACILITATE FAMILY MEMBERS’ 
MENTAL HEALTH IN CARING FOR ADULT FEMALES LIVING WITH 
DEPRESSION WHO ARE NON-COMPLIANT TO PSYCHIATRIC 
MEDICATION 
 
Specific recommendations to facilitate family members’ mental health in caring for 
adult females living with depression who are non-compliant to psychiatric medication 
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are: Provide mental health education for family members; develop the interpersonal 
skills of family members and female adults living with depression; offer a combination 
of educational, supportive and behavioural techniques to develop effective strategies 
to deal with family members’ challenges; and assist family members who experience 
physical effects such as exhaustion. 
 
4.3.1  Specific recommendations to provide mental health education to family 
members to support adult females living with depression 
 
• Family members must be educated on how to support each other and also offer 
support to the adult females living with depression who are non-compliant to 
psychiatric treatment. This will help the family members to possibly live together in 
greater harmony and avoid any psycho-social effects between family members. As 
the family members experience fear, insecurity, and mistrust around the adult 
females living with depression who are non-compliant to psychiatric treatment, they 
must be counselled by professional healthcare workers so that they may be able 
to establish trust, understand and live with them. The family members may also be 
referred to support groups to share their experiences and coping mechanisms.  
 
• Psycho-educational programmes must be designed to educate family members on 
adult females living with depression who are non-compliant to psychiatric 
medication, to help them organise their environment and alter normal 
communication patterns to minimise symptomology and relapse. 
 
• These psycho-educational programmes may also help in achieving objectives by 
forming alliances between professionals and family members, where mental health 
practitioners become consultants to the family members. In turn, families become 
extensions of the mental health profession, providing specific information to adult 
females living with depression who are non-compliant to psychiatric medication.  
 
• The combination of educational, supportive and behavioural techniques to develop 
effective strategies to deal with adult females living with depression who are non-
compliant to psychiatric medication is required. For example, positive and negative 
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symptomatic management, reduction of relapse or re-hospitalisation, clarification 
of the role of health systems and strategies for the future.  
 
• Multi- and single-family members’ therapy sessions must also be held, to support 
the family members and address their concrete needs and burdens.  
 
• Family therapy must also be provided so that the family members of adult females 
living with depression who are non-compliant to psychiatric medication can talk 
about their fears and rebuild relationships with their loved ones.  
 
4.3.2  Specific recommendation to develop interpersonal skills among family 
members and adult females living with depression to take joint 
responsibility in caring for each other to facilitate the promotion of 
mental health  
 
• Psychotherapeutic intervention is crucial to support family members with methods 
of problem solving. Psycho-education enhances social functioning, reduces the 
distress associated with their illness and increases adult females living with 
depressions’ self-esteem (Sin & Henderson, 2017:13-24). 
 
• The family members should meet for a specified duration to cover topics of 
demonstrated importance, for example, medications, how to assist in medication 
compliance, recovery and exchanging ideas. 
  
4.3.3  Specific recommendation to combine educational, supportive and 
behavioural techniques to develop effective strategies to deal with the 
family members’ challenges to facilitate their mental health  
 
• The family members’ needs must be assessed so that they may be supported to 
overcome the burdens they experience when residing with adult females living with 
depression who are non-compliant to psychiatric treatment. The family members 
must have a chance to talk about the psychological effects they experience and 
they should be counselled to alleviate the effects. Family members must also be 
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educated about coping strategies when residing with adult females living with 
depression. 
  
• The multi-disciplinary team members must be on board and take part in supporting 
the family members of adult females living with depression who are non-compliant 
to psychiatric treatment. For example, the psychologist must provide family 
counselling when adult females living with depression display behaviours of non-
compliance to psychiatric treatment.  
 
4.3.4  Specific recommendations to assist the family members who 
experienced physical effects  
 
• The healthcare professionals should educate the family members about managing 
adult females living with depression who are non-compliant to psychiatric 
medications’ behaviour to avoid physical exhaustion.  
 
• Combine educational, supportive and behavioural techniques to develop effective 
strategies to deal with adult females living with depression who are non-compliant 
to psychiatric medication. For example, positive and negative symptomatic 
management, reduction of relapse or re-hospitalisation, clarification of the role of 
the health system, and strategies for the future.  
 
• Family therapy must also be provided so that the family members of adult females 
living with depression who are non-compliant to psychiatric treatment can talk 
about their fears and rebuild relationships with their loved ones.  
 
• There is a need for individual and family therapy because there is continued 
suffering among adult females living with depression during their illnesses in spite 
of regularly taking their medications, and this has been a challenge to mental health 
service providers (Knickman, Krishnan, Blanco, Blazer, Coye, Krystal, Rauch, 
Simon & Vitiello, 2016:1-11).  
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• Stigmatisation and discrimination of family members caring for adult females living 
with depression who are non-compliant to psychiatric treatment can be reduced by 
periodically running awareness campaigns. This can be done by mental healthcare 
practitioners in conjunction with the family members and interested stakeholders 
who are assisting with mental health activities, for example, non-governmental 
organisations. This may be one way to support these family members.  
 
• The mental healthcare practitioners (nurses) can address the challenges of family 
members who feel incompetent and strengthen the families who are competent in 
giving basic care to the adult females living with depression who are non-compliant 
to psychiatric medication by teaching them basic skills. This can be done by giving 
them health education at the hospital according to the needs of the family 
members.  
 
• An education programme can be implemented at the hospital for family members 
living with adult females who are non-compliant to psychiatric treatment. This 
education programme should be structured in such a way that both the family 
members and the adult females living with depression are accommodated. This 
can be done by conducting workshops, seminars, and in-service training related to 
mental health issues for family members living with an adult female who is non-
compliant to psychiatric treatment. Topics can include the causes of mental illness, 
treatment, personal hygiene and others. 
 
4.4  CONCLUSIONS AND EVALUATION OF THE STUDY 
  
A qualitative, exploratory, descriptive research design was used to find answers to the 
research question. In-depth interviews were conducted with family members who met 
the sampling criteria of this study. The results of the interviews and field notes suggest 
that family members of adult females living with depression who are non-compliant to 
psychiatric medication, who participated in the study, had challenging experiences. 
The results show that the family members experienced emotional pain, stress, lack of 
support and social discrimination. Based on the results, specific recommendations 
were developed for the psychiatric nurses to support and assist family members to 
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cope. It can thus be concluded that the research question of this study has been 
answered. 
 
4.5  GENERAL RECOMMENDATIONS  
 
From the findings of this study, it became clear that there is a need for an extensive 
support programme for family members of adult females living with depression who 
are non-compliant to psychiatric treatment. The following recommendations could be 
included in such a programme.  
 
4.5.1  Recommendations for nursing practice 
 
• The family members need professional help and support. As psychiatric nurses 
play a pivotal role, they are the people who encounter adult females living with 
depression who are non-compliant to psychiatric medication and their families. 
Thus, during this stage, they will be able to assess the needs of the family members 
and support them.  
 
• Psychiatric nurses should take responsibility in identifying and assessing the needs 
of family members caring for adult females living with depression who are non-
compliant to psychiatric medication.  
 
• Psychiatric nurses must take responsibility in giving health education to the families 
caring for adult females living with depression who are non-compliant to psychiatric 
medication; especially in terms of mental illness, its effects and coping 
mechanisms. There is a lack of knowledge regarding mental illness among families 
and communities.  
 
• There is a need for a dynamic drive for public mental health education. This can 
be in the form of Mental Illness Awareness campaigns targeting communities with 
adult females living with depression who are non-compliant to psychiatric 
treatment. Media, as a means of communication, can be utilised to educate the 
public about mental illness.  
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• There is a significant need to include mental health in the mainstream healthcare 
system, with competent specialised staff.  
 
4.5.2  Recommendations for nursing education  
 
The nursing curricula should include topics on mental illness and the experiences of 
families caring for adult females living with depression who are non-compliant to 
psychiatric medication, as well as the effects of mental illness on the family. Nurses 
should take responsibility for educating the community about mental health and mental 
illness. For example, through mental health awareness campaigns.  
 
4.5.3  Recommendations for family members 
 
Family members should be involved in discharge planning, and an ongoing treatment 
plan is required. The psychiatric nurse needs to share information with family members 
on the adult females living with depression who are non-compliant to psychiatric 
medication’s condition, treatment, management of symptoms and dealing with their 
aggressive behaviour. Family members should be encouraged to join family support 
agencies on discharge, and information on budgeting and money management 
programmes and support services should be made available and linked with social 
services. 
 
4.6  LIMITATIONS OF THE STUDY 
 
Some difficulties were encountered during this period; a few family members did not 
want to allow the researcher to use an audio-recorder during the interviews, so the 
interviews had to be abandoned. All interviews were conducted in English, which is 
not the first language of most of the participants. This could have made it difficult for 
some participants to express themselves effectively. Interruptions were experienced 
during interviews due to ringing cell phones, and other mental health care users in the 
ward entering the consultation room. Interview times clashed with the visiting times of 
the specific ward, so the participants’ relative living with depression who was admitted 
to the ward became impatient to see them. 
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4.7  SUMMARY 
 
In this chapter the conclusions and recommendations that have been put forward in 
relation to the significance of the study were presented. Suggestions for further 
research opportunities in the field were also covered in this chapter. 
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conducting a research project entitled “Family members experiences of non-
compliance to psychiatric medication by adult females living with depression” in order 
to comply with the requirements for Masters of Science in Psychiatric Mental Health 
Nursing Science at the University of Johannesburg. This study will be done under the 
supervision and guidance of Professor Marie Poggenpoel, Professor C.P.H. Myburgh 
and Dr M.A Temane. 
 
The main purpose of this research project is to explore and describe the experiences 
of family members of non-compliance with psychiatric medication by adult females 
living with depression and to describe recommendations to family members’ mental 
health in caring for adult female patients living with depressions non-compliant to 
psychiatric medication. In order to achieve this overall purpose, the following 
objectives are proposed: 
 
• To explore and describe the experiences of family members of non-compliance to 
psychiatric medication by adult females living with depression 
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• Describe recommendations to family members’ mental health in caring for adult 
female patients living with depressions non-compliant to psychiatric medication  
  
For these objectives to be achieved, a qualitative design, which is exploratory, 
descriptive and contextual in nature, will be utilized. There is no specific number of 
participants in this study, depending on saturation of the data which means that no 
new information is achieved. A purposive sample will be drawn from the setting of this 
research. 
 
Should the researcher be granted permission as requested, interviews will be 
conducted with family members of the adult females living with depression and non-
compliant to psychiatric medication on the hospital premises. I will request to use any 
available room which is quiet and will facilitate effective communication without any 
disturbances. The participant’s identity will be protected by requesting them not to 
indicate their names in the interviews. Follow-up interviews will be done with some of 
the participants to confirm if the results obtained by the researcher are indeed what 
participants described. 
 
Participants in this research project will be required to give informed consent and that 
participation is voluntary. They therefore, reserve the right to end the interview at any 
stage during the research process if they wish to do so. 
 
This study will help develop better services that can be helpful to reach out to families 
and identify services which families can utilise when there is a need for help 
The results of this research will be made available to your institution, as well as to 
participants on request. 
 
I have obtained Ethical clearance from my University. I will be pleased to answer any 
further questions about this project. Professor M Poggenpoel is the person to contact 
if you further need to know about the research at the following number 011 559 6686, 
email Address: mariep@uj.ac.za.  
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Kind Regards 
 
J.M Du Plessis (Mr) R.N. 
Masters of Science in Psychiatric Mental Health Nursing, student. Researcher 
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APPENDIX 3: REQUEST TO CONDUCT RESEARCH (TO THE 
PROSPECTIVE PARTICIPANTS) 
 
 
 
DEPARTMENT OF NURSING 
RESEARCH STUDY INFORMATION LETTER 
 
May 2018 
 
Good Day 
 
My name is Jeanne Du Plessis I WOULD LIKE TO INVITE YOU TO PARTICIPATE 
in a research study on Family members’ experiences of non-compliance to 
psychiatric medication by adult females living with depression” 
 
Before you decide on whether to participate, I would like to explain to you why the 
research is being done and what it will involve for you. I will go through the 
information letter with you and answer any questions you have. This should 
take about 10 to 20 minutes. The study is part of a research project being completed 
as a requirement for a Master’s Degree of science in psychiatric Mental Nursing in 
Science through the University of Johannesburg. 
 
THE PURPOSE OF THIS STUDY is to  gain insight into family member’s 
experiences of non-compliance to psychiatric medication by adult females living with 
depression and describe recommendations to family members’ mental health in 
caring for adult female patients living with depressions non-compliant to psychiatric 
medication.  
 
Below, I have compiled a set of questions and answers that I believe will assist you 
in understanding the relevant details of participation in this research study. Please 
read through these. If you have any further questions, I will be happy to answer them 
for you. 
 
DO I HAVE TO TAKE PART? No, you do not have to. It is up to you to decide to 
participate in the study. I will describe the study and go through this information 
sheet. If you agree to take part, I will then ask you to sign a consent form.  
 
WHAT EXACTLY WILL I BE EXPECTED TO DO IF I AGREE TO PARTICIPATE? 
We will meet in the mental health institution where the user is admitted and one 
question will be asked which is as follow: “How is it to have a 
wife/mother/sister/daughter living with depression, not taking their medication as 
 90 
indicated by the doctor?” The interview will take 30-45 minutes of your time. With 
your permission, I will tape the interviews. These tapes will be kept on a secure 
laptop with multiple passwords. Only the supervisors the independent coder and 
myself will have access to the tapes. The tapes will be destroyed two years after 
publication of the research. 
 
WHAT WILL HAPPEN IF I WANT TO WITHDRAW FROM THE STUDY? If you 
decide to participate, you are free to withdraw your consent at any time without 
giving a reason and without any consequences. If you wish to withdraw your 
consent, you should inform me as soon as possible. 
 
IF I CHOOSE TO PARTICIPATE, WILL THERE BE ANY EXPENSES FOR ME, OR 
PAYMENT DUE TO ME: You will not be paid to participate in this study and you will 
not bear any expenses. 
 
RISKS INVOLVED IN PARTICIPATION: No risks are foreseen in this study. Some 
of the questions asked during the study interview might make you feel 
uncomfortable, debriefing or counselling will be provided by the interviewer to you.   
 
BENEFITS INVOLVED IN PARTICIPATION: There are no direct benefits for you 
to participate in this research. 
 
WILL MY PARTICIPATION IN THIS STUDY BE KEPT CONFIDENTIAL? Yes. Only 
my research supervisor or I will be authorised to use and/or disclose your 
anonymised information in connection with this research study. Any other person 
wishing to work with you anonymised information, as part of the research process 
(e.g. an independent data coder) will be required to sign a confidentiality agreement 
before being allowed to do so. 
 
WILL MY TAKING PART IN THIS STUDY BE ANONYMOUS? Yes. Anonymous 
means that your personal details will not be recorded anywhere by me. As a result, it 
will not be possible for me or anyone else to identify your responses once these 
have been submitted. 
 
WHAT WILL HAPPEN TO THE RESULTS OF THE RESEARCH STUDY? The 
results will be written into a research report that will be assessed. In some cases, 
results may also be published in a scientific journal. In either case, you will not be 
identifiable in any documents, reports or publications. You will be given access to the 
study results if you would like to see them, by contacting me.  
 
WHO IS ORGANISING AND FUNDING THE STUDY?  The study is being organised 
by me, under the guidance of my research supervisor at the Department of Nursing 
in the University of Johannesburg.  This study will be funded by a supervision linked 
bursary from the University of Johannesburg. 
 
WHO HAS REVIEWED AND APPROVED THIS STUDY? Before this study was 
allowed to start, it was reviewed in order to protect your interests. This review was 
done first by the Department of Nursing, and then secondly by the Faculty of Health 
Sciences Research Ethics Committee at the University of Johannesburg. In both 
cases, the study was approved. 
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WHAT IF THERE IS A PROBLEM? If you have any concerns or complaints about 
this research study, its procedures or risks and benefits, you should ask me. You 
should contact me at any time if you feel you have any concerns about being a part 
of this study. My contact details are:  
 
Jeanne Du Plessis 
071 441 9410 
jeanneduplessis@yahoo.com 
 
You may also contact my research supervisor: 
 Prof MARIE POGGENPOEL 
mariep@uj.ac.za 
 
If you feel that any questions or complaints regarding your participation in this study 
have not been dealt with adequately, you may contact the Chairperson of the Faculty 
of Health Sciences Research Ethics Committee at the University of Johannesburg: 
 
Prof. Christopher Stein 
Tel: 011 559-6564 
Email: cstein@uj.ac.za  
 
FURTHER INFORMATION AND CONTACT DETAILS: Should you wish to have 
more specific information about this research project information, have any 
questions, concerns or complaints about this research study, its procedures, risks 
and benefits, you should communicate with me using any of the contact details given 
above  
Researcher: 
 
Jeanne Du Plessis 
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APPENDIX 4: PARTICIPANT CONSENT FORM TO PARTICIPATE IN 
THE RESEARCH STUDY 
 
DEPARTMENT OF Nursing Science 
RESEARCH CONSENT FORM 
 
Family members experiences of non-compliance to psychiatric medication by adult females living 
with depression. 
 
Please initial each box below: 
 
       I confirm that I have read and understand the information letter dated Click here to enter 
the date, as is appears on the information sheet. for the above study. I have had the opportunity to 
consider the information, ask questions and have had these answered satisfactorily. 
 
                    I understand that my participation is voluntary and that I am free to withdraw from this 
study at any time without giving any reason and without any consequences to me. 
 
      I agree to take part in the above study. 
 
_______________________       ___________________________________  ________________ 
Name of Participant        Signature of Participant     Date 
 
_______________________      ___________________________________ ________________ 
Name of Researcher       Signature of Researcher   Date 
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APPENDIX 5: PARTICIPANT CONSENT FORM FOR PERMISSION 
TO AUDIORECORD THE INTERVIEW 
 
DEPARTMENT OF Nursing 
RESEARCH CONSENT FORM OR INTERVIEWS TO BE AUDIO-TAPED 
Family members experiences of non-compliance to psychiatric medication by adult females living 
with depression 
Please initial each box below: 
 
       I hereby give consent for my interview, conducted as part of the above study, to be 
audio-taped. 
 
                    I understand that my personal details and identifying data will be changed in order to 
protect my identity. The audio tapes used for recording my interview will be destroyed two years 
after publication of the research. 
 
      I have read this consent form and have been given the opportunity to ask questions. 
 
_______________________       ___________________________________  ________________ 
Name of Participant        Signature of Participant     Date 
 
 
_______________________      ___________________________________ ________________ 
Name of Researcher       Signature of Researcher   Date 
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APPENDIX 6: HOSPITAL PERMISSION LETTER TO CONDUCT THE 
RESEARCH 
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APPENDIX 7: EXCERPT OF AN INDIVIDUAL INTERVIEW 
TRANSCRIPT 
 
Researcher: I want to ask the following question how is it to have a daughter living 
with depression, not following the doctor’s prescription of their medication. 
 
Participant: “You know it is very difficult to have a daughter that is depressive not 
taking her medication. I have reach a point that I do not know what to do anymore. I 
have tried everything for her to be more compliant. I have bought her that pillbox that 
everybody is talking about it does not help. I have even set cell phone alarms to help 
remind her that does not work either. I am a single mother it is very difficult. I have to 
work to make a living and I work long shifts and cannot always be there to look after 
her”. 
 
Researcher: You seem very emotional when talking about your challenges please 
tell me more 
 
Participant: “You’re right I am very emotional when talking about it because my ex-
husband is not helping me. My family pushed me one side because of my daughter’s 
behaviour at times. Ja that is one of the contributing factors to my emotional state”. 
 
Researcher: You said it is one of your contributing factors what are the other 
contributors that is affecting your emotional state. 
 
Participant: “Agggggg is mostly my family and my ex-husband that is not there to 
help me with my daughter. I am experiencing all this in a negative way. You know do 
not get me wrong I love my daughter and I will always be there no matter what. As a 
parent, you have to put your children first”. 
 
Researcher: You mentioned you are experiencing all this in a negative way what do 
you mean when you say negative please tell me more? 
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Participant: “I do not know how to explain this. I have an adult daughter she does as 
she pleases. And does not take her medication regularly. She goes out with friends 
and comes back late at night banging the doors and shouting at me. Waking me up 
and then starts blaming me for everything as if everything is my fault. I do not know 
what to do any more I am out of options”. 
 
Researcher: It sounds like your daughter’s behaviour was related to her not taking 
her medication am I right in saying that 
 
Participant: “Yes you are hundred percent correct”. 
 
Researcher: I want to know how your daughter’s behaviour affects you when she 
does not take her prescribed medication 
 
Participant: “First of all she is very rude and verbally aggressive. Sometimes I have 
to lock my room door that is how afraid I am of her at times. On the other hand, when 
she takes her medication she is the sweetest child ever. There is times where she 
isolates herself totally. But I have to go and check if things are okay you know. When 
she is quiet, I know something is up”. 
 
Researcher: You mentioned when she is quite something is up what do you mean 
 
Participant: “In the past before she was diagnosed with depression. When she got 
quiet, she was very suicidal at times threatening that she is going to hurt herself. 
That scared me so much to a point I rushed her to hospital because I was so scared. 
She is going to take her own life. Then it became like a routine sort of when she 
refuses to take medication she would become suicidal then we have to go to the 
hospital it just makes me hopeless at times and it physically exhausts me”. 
 
Researcher: What I am hearing is that you had struggles. Is things better when she 
is on medication? 
 
Participant: “Yes and No things are wonderful when she takes medication regularly 
but when she is not compliant how can I say it its hell. I just sometimes wish our 
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government would create more awareness about the importance of being compliant 
to medication. There is nothing, no information. I got everything from Dr Google you 
know it is at times difficult to apply that knowledge gained from Google because I do 
not have a medical background”. 
 
Researcher: What I am hearing is that you will benefit more from the literature and 
information about your daughter’s condition and how to make her more compliant to 
treatment. Am I correct in saying that? 
 
Participant: “Yes, I could not have put it better”. 
 
Researcher: Now what do you think can be done for you to gain more knowledge to 
address the challenges you are facing 
 
Participant: “I think I must communicate more with my daughters treating doctors 
and nurses to gain more insight maybe buy more books or speak to other families 
who goes through the same thing as me. I think I can gain more insight how to treat 
my daughter when she is difficult at times”. 
 
Researcher: What coping mechanisms do you have when your daughter gets 
difficult at times? When she is not taking a medication 
 
Participant: “Uhmmmm I really do not have any coping mechanisms. I am alone 
and sometimes when things get out of hand with my daughter I run to my room and 
locked the door. How can I say it I have a lack in coping mechanisms. Oh I have for 
gotten to mention she was a very good girl but later she started smoking dagga. 
Since she started smoking dagga and drinking alcohol, she is very problematic and 
becomes difficult for me to handle and control her. At one stage at night she came 
back home very angry she was swearing and calling me witch. After the episodes of 
smoking and alcohol drinking when she is at home, she is much better during her 
early days. But after a few weeks she will sit alone and not talk to anyone in the 
house. The thing is as a mother I try to show her my support but the problem is the 
other siblings does not care about her. I think they are still having a grudge because 
of her mental illness. They are kind of stigmatising her this makes me hopeless I did 
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not raise my children like this. This was all due to my other children seeing what 
happened when my daughter refused medication, treatment when at home. She 
slapped me while I was advising her to take her medication. It all boils down to me 
not sleeping at night thinking about that this is difficult for me. I tried talking to her 
father about the behaviour but he does not listen to me. I honestly think the 
challenges that most people have is that we do not have experiences or knowledge 
in caring for people with mental and psychological problems. It is difficult when we do 
not have training”. 
 
Researcher: I just want to reflect back what you said you do not have support from 
your ex-husband or other children. What can be done for your family to come 
together and support your daughter to be more compliant to a medication? 
 
Participant: “That is one very difficult question to answer. I have tried speaking to 
my husband but he does not want to listen and the other children are scared of her. 
Well I think we have to as a family have to sit together and discuss how can we get 
through this and unite as a family to help my daughter. Because it feels like I’m 
losing her and I don’t want that to happen at all”. 
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APPENDIX 8: LETTER FROM INDEPENDENT CODER 
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APPENDIX 9: LETTER FROM LANGUAGE EDITOR 
 
 
